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by W. A. D. ANDERSON, M.A., 
MLD., F.A.C.S. Professor of Pathol- 
ogy and Bacteriology, Marquette 
University School of Medicine; Path- 
ologist, St. Joseph’s Hospital, 
Milwaukee, Wisconsin. 


About 730 pages, 327 illustrations, 15 
color plates. Price, about $6.00 


Ready This Month! 
Order Now! 


THE C. V. MOSBY COMPANY 
3207 Washington Boulevard 
St. Louis 3, Missouri 


—Attached is my check. 


Gentlemen: Reserve my copy of the new 2nd Edition Andovenn’s 
SYNOPSIS OF PATHOLOGY, about $6.00 


and send it to me as soon as it comes from the press. 


Anderson’s 


SYNOPSIS 
PATHOLOGY 


For this new second edition, the author has revised 
carefully, considering all chapters, and bringing his 
material completely up to date. Seventy-four new 
illustrations have been added, together with four new 
color plates. 


Throughout, greater emphasis has been given to “trop- 
ical diseases” and conditions important in war medicine. 
The chapters dealing with viral, rickettsial, spirochetal, 
mycotic, protozoal, and helminthic infections have been 
enlarged and made more inclusive, and other subjects, 
such as epidemic hepatitis and blast injuries, have been 
given attention. The chapters dealing with inflamma- 
tion, the lung, and the nervous system also have 
received extensive revision. 
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Stander’s OBSTETRICS (Formerly Williams’ Obstetrics) 


By H. J. STANDER, M.D., Obstetrician and Gynecologist-in-Chief, The New York Hosp. 


This late 1945 edition (modernized, rewritten, reillustrated and retitled) gives the 
latest diagnostic and therapeutic methods, the improved operative procedures, the most 
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ment of obstetric difficulties and the meeting of obstetrical emergencies. 
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biochemistry, serology, mycology, histology and virology. Exery test and every examina- 
tion is described in precise terms of quantity and time. 


Published Feb. 1945—1088 Pages—368 Illustrations—$10.00 


surGicAL FIRST AID 
By Warren H. Cote, M.D.; Cuas. B. Purstow, M.D., and 17 Collaborators 


This carefully revised 1945 edition is a working manual for physicians and surgeons in 
private and industrial practice, medical teachers and students in schools and hospitals, 
and instructors and advanced students in first aid. 


The many superior illustrations are a clarifying feature. 


Published May 1945—434 Pages—193 Illustrations—$3.00 


PSYCHOLOGY FOR NURSES 


By Bess V. CUNNINGHAM, Ph.D., Prof. of Education, University of Toledo, Ohio 


A new and important text for student nurses in hospital and collegiate schools of nurs- 
ing with emphasis placed upon psychological principles directly applied to nurse training 
and professional nursing problems. The first of a full list of new, progressive nursing 
texts. 


Published Jan. 1946—364 Pages—S51 Illustrations—$3.00 
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D. APPLETON-CENTURY CO., 35 W. 32nd St., N.Y. 1,8. Y. 
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For the Best Articles on Treatment 
from the leading medical journals — 


Read 
DIGEST OF TREATMENT 


Now, more than ever, the practitioner must be better 
posted on the rapid developments in his profession. The 
growing popularity of Digest of Treatment is due to its 
consistent meeting of the busy doctor’s need for such 
timely information. 


Each month Digest of Treatment in convenient, pocket- 
size, brings you 30 to 35 digests of outstanding articles 
condensed from the leading medical journals and pre- 
sented in concise, usable form by clinical editors in 
various fields of medicine. 


Digest of Treatment contains no advertising. All articles 
are on consecutive pages facilitating filing for future ref- 
erence. Each article is chosen on merit alone, its value to 
the practitioner being the primary guide in selection. 


Let Digest of Treatment be your research assistant, to 
supply you each month with just what you are looking 
for in clear, terse, authoritative information on current 
practice. Enter your subscription today! 12 informative, 
_time-saving issues cost only $5.00 


Ligest 


KEE 


A LIPPINCOTT JOURNAL 


J. B. LIPPINCOTT COMPANY 
East Washington Square, Phila. 5, Pa. 

I enclose $5.00. Please enter my subscrip- 

tion to Digest of Treatment for I year. 


STREET ADDRESS 
CITY, ZONE, STATE 
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*The name is never abbreviated; 


and the product is not like any 
other infant food — notwithstand- 


ing a confusing similarity of names. 


The fat of Similac has a physical and chemical composition that permits a 
fat retention comparable to that of breast milk fat (Holt, Tidwell & Kirk, 
Acta Pediatrica, Vol. XVI, 1933) . .. In Similac the proteins are rendered 
soluble to a point approximating the soluble proteins in human milk .. . 
Similac, like breast milk, has a consistently ZERO curd tension . . . The salt 
balance of Similac is strikingly like that of human milk (C. W. Martin, 
M. D., New York State Journal of Medicine, Sept. 1, 1932). No other 
substitute resembles breast milk in all of these respects. ; 


E A powdered, modified milk product especially prepared for infant feeding, made from 
Reeinieaetl tuberculin tested cow’s milk (casein modified) from which part of the butter fat is 
removed and to which has been added lactose, olive oil, cocoanut oil, corn oil and fish 

liver oil concentrate. 


MER DIETETIC LABORATORIES, INC. e¢ COLUMBUS 16, OHIO 
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Cantor 


AMBULATORY 
PROCTOLOGY 


UNIQUE new book of office technics for diag- 
nosis and treatment of a multitude of rectal 
conditions. A rich storehouse of ‘the latest tested 
treatments, both medical and surgical, presented 
for easy everyday use. 


540 pp., 275 illus., $8. 


Schwartz & Peck ‘a 
COSMETICS & 
DERMATITIS 


SKIN REACTIONS to popular modern cosmetics 

are discussed here for the first time—compilete sur- 

vey including sample formulae. Long-neglected, 

this vital subject is helpfully handled by 2 authori- 

ties: invaluable reference in everyday practice. 
200 pp., illus., $4. 


Fowler 


Clinical 
HEMATOLOGY 


UP-TO-THE-MINUTE refresher course includ- 
ing all recent advances—through Rh factor 
significance. Here is the non-specialist book so 
badly needed: a complete guide to blood dis- 


ease management in family practice. 


Lavishly illus., 516 pp.. $8. 


PAUL B. HOEBER, INC., Publishers 
49 E. 33rd St.,N. Y 


Please send me: 


Medical Book HARPER & BROTHERS 
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Important Hoeber Books ( 


All new, 
All practical 


MacKee & Cipollaro 


SKIN DISEASES ~ 
IN CHILDREN 


NOW in an entirely new second edition — this 
famous practical guide to the effective treatment of 
skin conditions in young patients. Every modern 
method is given, with evaluations based on the 
broad clinical experience of the eminent authors. 


Fully, clearly illus., 450 pp., $7.50. 


Saphir 
AUTOPSY 
DIAGNOSIS 


STEP-BY-STEP careful directions for determin- 
ing the cause of death—in a brand-new second 
edition of a truly helpful handbook. New chap- 
ters, tables and illustrations make it more than 
ever a complete working manual: 


391 pp., 69 illus., $5. 


Schwedel 


Clinical Roentgenology 
OF THE HEART 


THE CLINICIAN’S guide to roentgen diagnosis 
of cardiac disorders, an oversize volume full of 
practical convenient information, Authoritative, 
with hundreds of large-size roentgenograms, an in- 
valuable guide to x-ray interpretation for years 
to come. 


400 pp., 732 illus. on 232 figs., $12. 
Order On Approval Today — 
SM46 

O On approval 


Name. 


C.O.D. 
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WHY 


CARNATION 
HAS THE 


HE widespread use of 400-unit Carnation Evaporated Milk 

in infant feeding—in private practice, hospitals, and clinics 
—emphasizes the confidence reposed in this milk by the medical 
profession. 


This confidence is based on a conviction that Carnation quality 
can always be relied upon—in winter as in summer, in Maine as 
in California. And it is based on countless case histories of suc- 
cess with Carnation formulas. 


Carnation quality, in turn, is based on scrupulous supervision 
of raw-milk sources, on scientific processing throughout, and on 
strict controls by plant and central laboratories. . . . 


When this trusted milk can be prescribed by name in the 
formula, that is a quality-precaution worth taking. - 


Carnation 


VITAMIN D INCREASED 


>> 


NEW EDITION 
--.just out! 


Physicians are invited to write for 
“Infant Feeding with Vitamin D 
Evaporated Milk,” an authorita- 
tive publication for professional 
distribution only. It contains val- 
uable information on formulas for 
normal and special feeding cases, 
etc. For free copy address Car- 
nation Com- 

pany, Dept. 

735B Milwau- 

kee 2, Wis., or 

Toronto, Ont. 


° - : 
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KINNEY & EONS. | 


6 


THIS MILK MODIFIER 
for THESE FIVE REASONS 


CARTOSE® provides the carbohydrates held to be de- 
sirable in infant feeding—nonfermentable high dextrins, 
plus maltose and dextrose; 


CARTOSE lends itself to such formula adjustments as 
may be necessary for the needs of the infant; 


YY CARTOSE is suitable for use with fluid, powdered, or 
evaporated milk; 


ys CARTOSE is prepared under process controls that in- 
sure a high standard of bacteriologic purity and freedom 
from foreign substances; 


xX CARTOSE is supplied as a liquid in a clear glass con- 
tainer. It is hermetically sealed by the vapor-vacuum 
process to protect the contents. 


GASTROINTESTINAL disturbances are minimized 
when CARTOSE is used as a milk modifier. Each one 
half ounce (one tablespoonful) supplies 60 calories. 


; 
AMERICAN 
MEDICAL 

ASSN 


CARTOSE is supplied in bottles containing one pint 
through all pharmacies. 


Samples will be sent to physicians on request. 


*The word CARTOSE is a registered trademark of H. W. Kinney and Sons, Inc. 


H. W. KINNEY AND SONS, INC., COLUMBUS, INDIANA 


FORMERLY SCIENTIFIC SUGARS COMPANY 
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Chemical Relationship and Pharnacodynamic Similarily 


~-- 


~ ANALGESIC Demerol’s analgesic power ranks between morphine 


and codeine. 


SPASMOLYTIC Demerol’s spasmolytic action is similar to that of 
atropine. 


o 
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SEDATIVE Demerol’s sedative effect is mild, but usually suffi- 
cient to allay restlessness and induce sleep. 


PRACTICALLY NO RISK OF RESPIRATORY DEPRESSION 
WRITE FOR OETAILED LITERATURE 


Average adult dose: 100 mg. orally or intramuscularly. 


For oral use: Tablets of 50 mg., bottles of 25 
and 100. For intramuscular injection: Ampuls 
of 2 cc. (100 mg. ), boxes of 6 and 25, and 
vials of 30 cc. (SO mg. per 1 cc.). 


Subject to regulations of the Federal Bureau of Narcotics 


HOW SUPPLIED 


Trademark 


HYDROCHE 


OCHLORIDE 
MEPERIDINE HYOR 
of (honipecoine) 


“WINTHROP CHEMICAL COMPANY, INC. 
Pharmaceuticals of merit for the physician > New York 13 N.Y. + Windsor, Ont. 
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Truly well nourished? Then he’d be out- 
standing. The hurdles of mastication, diges- 
tion and absorption which the aged have to 
meet frequently threaten nutritive intake. 
Only by careful inquiry can the vitamin 
status of elderly patients be determined. 
“Severe atypical deficiency disease,” 
states Spies’, “like other forms of nutritive 
failure, can be successfully corrected by the 
epplication of... four essentials.” One of 
these is administration of the four critical 
water-soluble vitamins in high dosage. 
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Squibb Basic Formula is the identical form- 
ula used by Spies’>? and Jolliffe and Smith® 
—based on years of clinical experience. 

Each Squibb Basic Formula Vitamin tab- 
let contains: thiamine HCI 10 mg., niacin- 
amide 50 mg., riboflavin 5 mg., ascorbic acid 
100 mg. 

For our newest professional leaflet with 
complete information, write on your pre- 
scription blank “Nutritive Failure,” and mail 
to Squibb Professional Service Department, 
745 Fifth Avenue, New York 22, N. Y. 


Basie Formule 


(Nov. 


18) 
2. Spies, Tom D.: 
man, and Smith, pmwmy ¢ Med, Clin. N 


Spies, Tom D.: "Clin. 


° :273, 
J.A.M.A, 122: 31) 


N. Am. 27:567. (March) 


1. Spies, Cogswell, Cohort and J.A.M.A. 


1943. 
Nor- 
1943. 


MANUFACTURING CHEMISTS TO THE MEDICAL PROFESSION SINCE 1858 
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ESKADIAZINE—the ideal oral sulfadiazine— 
has these three advantages:— 


AN 


Fluid Form. This new fluid sulfadiazine is the ideal 
oral dosage form, especially for infants and children, 
and also for the many adults who object to tablet 
medication. Each 5 cc. (1 teaspoonful) contains 
0.5 Gm. (7.7 gr.) of sulfadiazine. 


Exceptional Palatability. Eskadiazine is so surpris- 


ingly palatable and pleasant in consistency that it is 
accepted willingly by all types of patients. Children 
actually like to take it. 


More Rapid Absorption. The findings of a recent 
clinical study by Flippin and associates (Am. J. M. 
Sc., Aug. 1945) indicate that with Eskadiazine de- 
sired serum levels may be far more rapidly attained 
than with sulfadiazine administered in tablet form. 


Smith, Kline & French Laboratories, Philadelphia, Pa. 


S.K.F.’s new, outstandingly palatable 


fluid sulfadiazine for oral use 
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(A) Completely effective therapeutic response 
(return to normal blood values) was obtained in 
an average of 13.7 days of Mol-iron therapy. 
(B) Ferrous sulfate therapy failed to produce 
normal hemoglobin values after an average of 
20.3 days. 


Increase 


(A) The group treated with Mol-lron averaged 
a daily hemoglobin increase of 2.48 per cent 
(0.36 Gm. per cent). 


(B) The group treated with ferrous sulfate showed 
an average daily gain of hemoglobin of 0.83 
per cent (0.12 Gm. per cent)—a response about 
one-third as effective. 


: GRAMS | 


(A) The Mol-lron treated group received an 
average total of 3.528 Gms. of bivalent iron to 
Produce the sought for result (return to normal 
blood values). 

(B) While an average ingestion of 7.871 Gms. 
of bivalent iron failed to achieve an optimal 
response in the ferrous sulfate treated group. 


The charts summarize the results of a controlled 
study of comparative therapeutic response in 
post-hemorrhagic and nutritional hypochromic 
anemias. 

The series includes 49 cases treated with Mol- 
fron and 21 with exsiccated ferrous sulfate; the 
results are typical of those observed in treatment 
of iron-deficiency jas with White's Mol-lron. 
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A DEFINITE ADVANCE 
IN TREATMENT OF 
HYPOCHROMIC ANEMIA 


As compared with ferrous sulfate given 

in equivalent dosage— 

1 Normal hemoglobin values are found 

to be restored more rapidly with 
White’s Mol-Iron. Daily rate of 
hemoglobin formation may be in- 
creased as much as 100% or more. 
Iron utilization is similarly more 
complete. 
Gastrointestinal tolerance is notably 
satisfactory—even where other iron 
preparations have previously been 
poorly tolerated. 

INDICATIONS: Hypochromic (iron-defi- 
ciency) anemias caused by inadequate 
dietary intake or impaired intestinal ab- 
sorption of iron; excessive utilization of 
iron, as in pregnancy and lactation; 
chronic hemorrhage. 

DOSAGE: One or two tablets three times 

daily after meals. 

Available in bottles of 100 and 1000 tablets. 
Ethically promoted—not advertised 

to the laity. 


LABORATORIES IN 
NEWARK 7 ON 


Rapidity of Clinical Response 
DAYS 5 10 15 20 Ne 
Average Daily Hemoglobin = 
MOL-IRON (0.36 Gm%) | 
GRAMS 
PER CENT 01 02 03 04 
_ Therapeutic Intake of Bivalent Iron 
| | | | 
[| 
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WHEN THE DIET 1S RESTRICTED 


There are many occasions in therapeutics 
when the diet must be strictly limited. In 
such instances, the fact that the body has 
very little storage capacity for the B com- 
plex vitamins becomes particularly signif- 
icant. For this reason, many physicians 
prescribe an ARMOUR B COMPLEX 
PREPARATION for patients placed on 
restricted diets — thus protecting against 
the development of a deficiency with atten- 
dant symptoms such as sore tongue, undue 
fatigue, skin eruptions, and neuritis. By 
specifying the name ARMOUR the phy- 
sician may make certain that his patient 
will receive adequate vitamin therapy. 
ARMOUR B COMPLEX PREPARA- 
TIONS are produced with the same care- 
ful attention to detail and the same accu- 
rate standardization characteristic of all 
Armour Laboratories products. Vitamins 
are in a sense perishable products, and the 
Armour scientists specialize in the proc- 
essing and stabilizing of such products. 


dose : One 


Armour B Complex Concentrate (Liquid) 
Each fluid drachm (one teaspoonful) contains at least: 


Have confidence in the preparation you prescribe 
— specity*ARMOUR” 


THE ARMOUR LABORATORIES « CHICAGO 9, ILLINOIS 


Headquarters for Medicinals of Animal Origin 


12 ee April 1946 
ARMOUR B COMPLEX PREPARATIONS 
Armour B Complex (High Petency) Glanvies 
Each glanule contains : 
Vitamin B; (Thiamine Hydrochloride). 2.0 milligrams 
Nicotinamide (P.P. Factor).......... 20.0 milligrams 
Pantothenic Acid (Filtrate Factor)..... 90.5 milligram 
Liver Extract Conc atrate.............300.0 milligrams 
Suggested dose : One glanule per day as directed by physician. 
Armour B Complex Concentrate Gianuies 
Each clanule contains at least : . 
Vitamin B; 
...... 0.450 milligram 
Vitamin B. 80.0 micrograms 
4 Liver Extract Concentrate..........200.0 milligrams 
‘4 Vitamin B, 
(Thiamine H: 0.450 milligram 
Nicotinic Acid......... ............_ 1.250 milligrams 
Liver Extract and Yeast Concentrate 200.0 milligrams 
yeast. 
| as directed by physician 
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AN C I N 


(3,5,5-TRIMETHYLOXAZOLIDINE-2,4-DIONE, ABBOTT) 
ABBOTT'S NEW SYNTHETIC ANTICONVULSANT 


FOR USE IN PETIT MAL, MYOCLONIC AND AKINETIC SEIZURES IN EPILEPSY 


Tridione is Abbott’s new synthetic anticonvulsant drug, 
3,5,5-trimethyloxazolidine-2,4-dione, which has been 
demonstrated clinically to have a definite inhibiting effect 
on petit mal, myoclonic and akinetic seizures in epilepsy. 
@ Tridione is indicated in the treatment of petit mal, myo- 
clonic and akinetic epilepsy in cases diagnosed by the 
typical “spike and wave” electroencephalogram or by 
clinical features alone. It is most effective in idiopathic 
epilepsy, but it may be used in epilepsy due to organic 
brain injury if attacks of the types mentioned are present. 
In certain patients with mixed grand mal and petit mal 
epilepsy it has been effective as an anticonvulsant in com- 
bination with other drugs, particularly phenobarbital. 
@ Tridione is supplied in 0.3-Gm. capsules in bottles of 
100. Literature on Tridione will be mailed on request. 
Address: AbBott LaBoratories, NortH Cuicaco, 


RE F E R E N C E S$ : (1) Richards, 2,4-dione (Tridione), Federation September. (3) Lennox,W.G.(1945), 
R. K., and Everett, G. M. (1944), —_ Proc.,3:39,March. (2)Lennox,W.G. Petit Mal Epilepsies: Their Treat- 
Analgesic and Anticonvulsive Prop- _ (1945), The Treatment of Epilepsy, ment with Tridione, J. Amer. Med. 
erties of 3,5,5-Trimethyloxazolidine- Med. Clin. North America, 29:1114, | Assn.; 129:1069, December 15. 
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Wartime scrap drives are just a memory. 
Shortages of scrap iron and metals, so ur- 
gently needed a short time ago, no longer 
exist. Yet another “iron deficiency” remains 
... just as prominent and as necessary to 
remedy as any wartime deficiency. 
Hypochromic anemia—even a frequent 
problem for the physician in peacetime—has 
been accentuated by years of war. Nerve 
strain, food rationing and slap-dash eating 
habits have left their mark—a sharp increase 


TABLETS 


Each sugar-coated tablet contains: exsiccated 

3 er. to 4.3 gr. ferrous sulfate SP. Vitamin 

B, (Thiamine hy (Ribo- 

flavin) 0.5 mg. 

Red tn of 1,000 tablets. Dosage: One tablet 
four times daily, after each meal and upon retiring. 


9 Jatlels and Elixir 


in the incidence of iron-deficiency anemia! 

‘Ribothiron’ Tablets and Elixir (Ferrous 
Sulfate with Vitamins B, and B,) are specifi- 
cally designed for the prophylaxis and treat- 
ment of iron-deficiency anemia. Each of these 
two efficient preparations provides ferrous 
sulfate—clinically the most effective and best 
tolerated form of iron—in combination with 
two essential B vitamins which may be neces- 
sary for normal absorption and utilization of 
the element. Sharp & Dohme, Phila. 1, Pa. 


ELIXIR 

Each fluidounce of this palatable elixir contains: Ferrous sul- 
fate U.S. P. 20 gr.; Vitamin B; (Thiamine hydrochloride) 2 mg.; 
Vitamin Bz or G (Riboflavin) 2 mg. 

Supplied in pint and gallon bottles. Dosage: One dessertspoon- 
ful four times daily, after each meal and upon retiring. 


Ferrous Sulfate with Vitamins Bi and B2 


|| | 
: 
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They may skip their cereal or vege- 
tables, but not this new potent concen- 
trate which in unique form supplies the 
B complex from both natural and 
crystalline sources. Tasty, rich, honey- 
like ‘RYZAMIN-B’ No. 2, mixed with 
peanut buiter or jam, tempts the most 
finicky youngster. Children will take it 
\ gladly—not because they have to, but 
because they want to. It is Burroughs 
Wellcome’s concentrate of oryza sativa 


\ 
\ 


(American rice) polishings, amply 
fortified with pure crystalline B vita- 
mins. ‘RYZAMIN-B’ No. 2 provides 
physicians with a happy solution for the 
child whose fussy eating habits cry out 


for a potent vitamin B complex “appe- 
tite booster” and who will delight in 
this unusual dessert-like product. 
€ach grom contains: Vitamin B, (Thiamine Hydrochlo- 
tide) 1 mgm. (333 U.S.P. Units); Vitamin By (Riboflavin) 


0.67 mgm.; Nicotinamide 6.7 mgm. and other factors of 
the B complex. Gram measuring spoon with each packing, 


Al 


Y 
Ric 
4 POLISHINGS 0 
= CONCENTRATE * 


AMIDE 
SQ. witH ADDED THIAMINE HYDROCHLORIDE, RIBOFLAVIN, NICOTIN 


n TUBES OF 2 02. AND BOTTLES OF 8 02. 


at *Rytomin-B’ registered trademark 
i BURROUGHS WELLCOME & CO. (U.S.A.) INC., 9 & 11 EAST 41ST STREET, NEW YORK 17, N.¥ 
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av OTHER ANTIARTHRIT™ 
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TMERAPEUTIC ACTION 

Therapeutically, Ertron is different 
hom any other antiarthritic. Many 
patients in large series of clinical 
wudies have experienced restoration 
of movement in affected joints, relief 
if pain and measurable evidence of 
reduced swelling. Comprehensive 
published works are evidence of estab- 
lished therapeutic action. 


CHEMICAL COMPOSITION 


It can now be said that chemically, 
joo, Ertron is unique. Ertron differs 
in chemical composition from ordi- 
mary vitamin D preparations—a fact 


that undoubtedly accounts for the ex- 
client results obtained with Ertron. 
Simply stated Ertron is electrically 
activated vaporized ergosterol pre- 
pared by the Whittier Process. Each 
apsule contains 5 mg. of activation- 


Ertron is the registered trade-mark of Nutrition Research Laboratories 
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products having a potency of not less 
than 50,000 U.S.P. Units of vitamin D. 

Ertron contains a number of hith- 
erto unrecognized factors which are 
members of the steroid group. The 
isolation and identification of these 
substances in pure chemical form 
further establish the chemical as well 


as the therapeutic uniqueness of 
Ertron, 


ERTRONIZATION THERAPY 


Physician control of the arthritic pa- 
tient is essential for optimum effect. 
To Ertronize employ Ertron in ade- 
quate daily dosage over a sufficiently 
long period to produce beneficial re- 
sults. If signs of overdosage appear, 
discontinue medication for about ten 
days—then continue with three cap- 
sules per day gradually building up 
to the patient’s level of tolerance. 


AMD VAPORIZED ERGOSTERO\ 


KEEP IN A COOL PLACE 


779- 2.106.780. 2.106 
tor 


# 
4 
é 
\ 
| \ 
SUPPLIED IN BOTTLES OF 50, 100 AND 500 CAPSULES 
— 
POTRITION RESEARCH LABORATORIES - - CHICAGO 
i 
i 


SOUTH | 


Digitalization can be main 
tients with a dose of 0.2 me: 


pURODIGIN is the first Ameri 
digitoxin- 
0.2 mg- tablets, vials 


bottles of 100. 
0.1 mg- tablets, pottles of 100. 


of 30 and 


P 
ORATED PHILA 
DELPH 
1A 3 e 
PA. 


18 
gow 
- 
nor? 
ON 
ace. PAT. orf. 
. pURODIGIN contains the highly purified glycoside, digitoxin 
_“first in the choice of digitalis materials for 
eral therapeutic use.” et al Pharmacol. 82:187, 1944. 
pURODIGIN is approximately 1000 times 8° potent jn man as 
digitalis leaf. 
: puURODIGIN is safe. The ratio of therapeutic dose to toxic dose 
js the same © in the case of digitalis- 
; pURODIGIN is rapidly and completely absorbed following oral 
administration 
pURODIGIN is well tolerated. Small dosage and complete ab- 
sorption minimize gastrointestinal jrritation. 
puRODIGIN dosage is based weight, 
eliminating the confusion of biologic 
: units. 
Digitalization be accomplished with 
S mg., in single oF divided doses- > 
per day- 
can-made 
er 
3 wy i 
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PYRIDIUM 


(REG. U. S. PAT. OFF.) 


affords several distinct advantages 


EASE AND CONVENIENCE OF ADMINISTRATION 


Pyridium is convenient to administer. No laboratory 
control, accessory medication, or other special measures 
are necessary for effective Pyridium therapy. 


Therapeutic doses of Pyridium may be administezed with 
complete safety throughout the course of cystitis, Pyridine mone-hydrochlor. 
pyelonephritis, prostatitis, and urethritis. 
For gratifying relier 
RAPID RESPONSE istressing symptoms a 
gratifying relief of distressing urinary symptoms 
is the characteristic response to Pyridium therapy. 


MERCK & CO.,, Inc. Manufacturing Chemists RAHWAY, ND 
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the entire vitamin B complex 


Presenting all clinically known factors in 
amounts (adult daily requirements) 

and ratio established 

by Food and Drug Administration.* 


Plus all “unknowns” as 
provided by 155 mg. of 
a special mixture of 1:20 
liver concentrate and 
high potency brewers’ 
yeast extract. 


MULTI-BETA CAPSULES 


Ethically promoted—not advertised to the laity 
WHITE LABORATORIES, INC., Pharmaceutical Manufacturers, Newark 7, N. J. 


*Thiamine Hydrochloride 1 mg., 
Riboflavin 2 mg., Nicotinamide 10 mg. 
per capsule. (10 mg. of nicotinic acid 
(amide) is recommended as adult 

ini daily requi t by the 
Food and Nutrition Board of National 
Research Council though not as yet 
formally adopted by FDA.) 


} 
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WMPHOCILLIN 


EFFECTIVE + SAFE + CONVENIENT 


© Systemic Shevapry 


PENIORAL 


Buffered Penicillin. 25,000 units of penicillin 
calcium with sufficient trisodium citrate to 
buffer average gastric chyme. POTENCY PRO- 
TECTED, the tablets are packed in sealed 
vials containing a desiccant to insure full 
strength. Twelve tablets each. 


TRADE-MARK 
Penicillin with Aluminum Hydroxide Gel. 
Each package contains 300,000 units peni- 
cillin calcium (dried) and 3 fluidounces of Alu- 
minum Hydroxide Gel (Amphojel*). 


Local Shevapy 


Troches BUCILLIN 


Immediate, soothing, local action in the treat- 
ment of Vincent’s infection. Each troche con- 
tains 500 units of penicillin. Individually 
wrapped in moisture-proof metallic foil. Boxes 
of twelve. 


Wyeth 


REG. U.S. PAT. OFF. 


ths 


YETH -INCORPOR 


PHILADELPHIA 


U.S. PAT. OFF, 
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Indicated therapy in Sequelae of 
Epidemic Encephalitis 


Pills Stramonium (Daves, Rose) 
grains 


Physicians in private practice as well as in neurological clinics have widely 
prescribed these pills since 1929, and their continued interest in and use 
of them point to the serviceability of this therapy. 


Stramonium Pills (Davies, Rose) exhibit in each pill 24% grains of 
alkaloidally standardized Stramonium (powdered dried leaf and flower- 
ing top of Datura Stramonium, U. S. P.), equivalent to 25 minims 
(1.54 c. c.) of Tincture U. S. P. 


As a reassurance of the activity of the finished pills, they, too, are alka- 
loidally assayed, thus establishing as far as possible uniformity and de- 
pendability. 


A package for clinical trial and literature mailed free of charge upon 
request. 


Davies, Rose & Company, Limited 


Manufacturing Chemists Boston 18, Massachusetts 
St-1 
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Control the pH 


PATHOLOGICAL 


— 6 


|} ALKALINE 


In acute or chronic vaginitis, Floraquin restores the 
normal pH, destroys pathogenic organisms and promotes 
rehabilitation of the vaginal mucous membrane with 
respect to its glycogen content. 


FLORAQUIN contains the nontoxic protozoacide, 
Diodoquin, together with lactose and dextrose. This product 
of Searle Research brings about the reestablishment and 
maintenance of the normal range of vaginal acidity 
(pH 3.8 to 4.4) unfavorable to vaginal infections. 
FOR OFFICE INSUFFLATION—Floraquin Powder 

in bottles of 1 oz. and 8 oz. 
FOR HOME ROUTINE— Floraquin Tablets in boxes of 24. 


Floraquin is the registered trademark of G. D. Searle & Co., Chicago 80, Ilinots 


SEARLE Research in the Service of Medicine 


25 
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DODERLEIN MONILIA GONOCOCa 
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POISON IVY 
EXTRACT 


with 
Sterile Diluent 


POISON OAK 
EXTRACT 


with 
Sterile Diluent 


Supeuiep in individual treatment packages; each containing 1 vial of a 
concentrated extraction in absolute alcohol, of the carefully dehydrated 
leaves of the plant (Rhus toxicodendron or Rhus diversiloba) so stand- 
ardized that each cc. contains 1 mg. of the resinous extractive which con- 
tains the toxic principle of the plant. This concentrate is capable of pro- 
ducing the dermatitis upon contact with the skin of sensitive individuals. 


The package also contains separate vials of diluent, permitting the 


desired dilutions to be made immediately prior to use, thus offering the 


practical equivalent of fresh, extemporaneously prepared solution. 


Corrplete literature to physicians upon request. 
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take... 


Low residue diets and inactivity 
seem to conspire to add “consti- 
pation”’ to the symptomatology of 
many post-surgical, pregnant, and 
convalescent patients. 

Bassoran is ideally suited to the 
raanagement of such cases. 


Bulk without Bloat 
This unique combination of ster- 
culia gum and magnesium trisili- 
cate has been commended by a 
number of physicians because it 


MERRELL 


... and for 
gentle howel 
regulation 
without bloating, 


BASSORAN 


Brand of Sterculia Gum and Magnesium Trisilicate 


does not seem to produce a feeling 
of “fullness” or “bloating.” Taken 
with sufficient water, Bassoran adds 
soft, nonirritating bulk and gently 
stimulates peristalsis, facilitating 


normal evacuation. 


Two pleasant, easy-to-take forms: 


BASSORAN PLAIN 


BASSORAN with CASCARA- 


a an should be cautioned to use 
Bassoran with Cascara only as directed ) 


Both types are available in 
7-ounce and 25-ounce bottles. 


Trademark Bassoran” 
Reg. U.S. Pat. Of. 


CINCINNATI, U.S.A. 
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Final stage in the purification of penicillin—the removal 
of pyrogens by filtration of the penicillin concentrate. 


A GLIMPSE AT THE RECORD 


IN 1940 Merck research on antibiotics concentrated on Peni- 
cillin. 

IN 1941 Merck brought about a reciprocal arrangement be- 
tween British and American investigators to spur the production 
of Penicillin in co-operation with the United States and British 
governments. 

IN 1942 Merck supplied Penicillin for the first case of bac- 
teriemia successfully treated with this drug in the United States. 
IN 1943 Merck sent shipments of Penicillin to England by air 
transport for urgent therapeutic use by the United States Army 
Medical Corps. 

IN 1944 AND 1945 Merck produced ever-increasing sup- 
plies of Penicillin for our Armed Forces. “ 


AND NOW, Merck production of Penicillin has reached a point 
where, in addition to meeting continuing military requirements, 
large quantities are being produced for civilian medical needs. 
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Literature on request 


Penicillin Merck meets the 
recognized high standard of 
quality established for all 
Merck products. It is subjected 
to repeated tests and control 
procedures throughout every 
step of the production process, 
and the finished product is 
assayed, tested, and approved 
under rigid standards estab- 
lished by the Food and Drug 
Administration and by the 
Merck Analytical Laboratories. 


* 


ENICILLIN 


MERCK 


ACCEPTLD 


MERCK & CO., Int. Manufactering Chemists RAHWAY, N. J. 


In Canada: MERCK & CO., Ltd., Montreal + Toronto + Valleyfield 
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Now—Safe, Prolonged 
Obstetrical Analgesia 


NUPERCAINE WITH GLUCOSE 


(HEAVY NUPERCAINE) 


A SIMPLE SPINAL TAP procedure with “Heavy Nupercaine” 

Important as practised by Parmley’ and by Adriani and Roman-Vega 
Advantages Over has given obstetrics an improved analgesic technic. 

Caudal Technic This method, using Nupercaine with glucose, providing 

a solution heavier than spinal fluid, gives a prolonged 

V Does away with the spinal anesthesia localized in the perineal or saddle area. 

uncertainty of locating In several series, complete relief of pain was afforded 

pean aan most patients. » * * In no case ? was there post-spinal 


~ headache, backache or other complications, no respiratory 


embarrassment, no interference with frequency or force 


of contractions. In most patients a single injection suf- 
ficed for the duration of labor and also provided adequate 


V Removes uncertainty of 


anesthetic distribution. anesthesia for repair of episiotomy. Only 0.5 cc. of 
is Nupercaine 1:200 (2.5 mg.) with 0.5 ce. of glucose 
V Requires only a small 10% is needed by this method. When necessary the 
amount(0.5 cc) of anesthetic injection may be repeated once or twice in long labors. 
agent when Nupercaine is A booklet on ‘Heavy Nupercaine”’ in obstetrics and 
used. 


other procedures has been prepared by the Ciba Profes- 
sional Service Division. This booklet includes a complete 


description of the saddle block method of anesthesia with 
‘Heavy Nupercaine”’ and will be sent to you on request. 


Please use your professional letterhead. 


1, Parmley, Ray T.: So. Med. J., Mar. 1946. 
2. Adriani, J. & Roman-Vega, D.: Amer. J. Surg. 71:12, 1946. 
3. Burton, H.: Brit. Med. J., 2:389, 1943 
4. Resnick, L.: Brit. Med. J. 2:722, 1945 


‘ 
NUPERCAINE 
FINE PHARMACEUTICALS TRADE MARK REG. U. S. PAT. OFF. 


CIBA PHARMACEUTICAL PRODUCTS, INC. * SUMMIT, NEW JERSEY 


In Canada: CIBA COMPANY LTD., MONTREAL 
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Knowledge and skill beyond mere technical 
competence, experience and judgment, and a 
sense of individual responsibility for unfailing 
performance, shared by the entire personnel, 
explain why for more than a quarter of a century 
U. S. Standard Products have merited the 
sustained confidence of the medical profession in 


THE CORE OF COMPET ENCE day-by-day hours at the bedside, and in moments 


of crisis in the operating theatre. 


Building soundly through the years—avoiding the 
untried and merely spectacular, U. S. Standard 
Products have developed into a comprehensive 
list of essentials in general practice and the 
specialties. 


U. S. STANDARD PRODUCTS 
BIOLOGICALS 

PHARMACEUTICALS 

e ALLERGENIC EXTRACTS 

HORMONES 


UT. S$. STANDARD PRODUCTS CO. 


WOODWORTH, WISCONSIN, U.S.A. 


— 
\ 
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HYDROSULPHOSOL 


Provides all 9 desired requisites as a superior 


- Provides for mechanical | e 


therapy in thermal, acid and caustic burns. 


of cir site 


: prompt relief of pain + Aids in abating burn shock + Bacteriostatic 
influence Non-toxic effect STIMULATES TISSUE REPAIR + «Rapidly 
reduces inflammation and «, Results i in absence or 


AVAILABLE FORMS 
AQUEOUS SOLUTION: 
Bottles of 8, 4 and 

1 fluid ounce. 
OINTMENT: 
Jars of 1 Ib. and 1 oz. 


ORDER TODAY through your 
surgical or hospital supplier. 


HYDROSULPHOSOL is a true solution of sulfur 
bearing compounds resulting solely from the reduc- 
tion of fiowers of sulfur by a catalytic process. In 
aqueous solution, it is capable of rapidly releasing 
its high concentration of sulfhydryl! ion (-SH radical) 
in such form as can be effectively utilized by the 
body in the synthesis of sulfur-containing amino 
acids . . . functionally active in cell stimulation and 
directly related to tissue respiration and repair. 


Unlike the sulfa group and many other sulfur com- 
pounds, Hydrosulphosol is non-toxic when adminis- 
tered orally or topically applied in heavy concentra- 
tions, and will not result in damage to liver and 
kidney function. 


Reprints of scientific papers by authoritative 
investigators available on request. 


Distributed by 


REES-DAVIS DRUGS, INC. 


MERIDEN CONNECTICUT 


: 
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BABY 


e We had your young patients in mind... 
the infant on a formula and the child who 
has difficulty taking capsules or tablets 
. when we developed these readily sol- 
disc: palatable granules of VITAMIN B 
COMPLEX —a preparation which lends 
itself to flexibility of dosage as required in 
pediatric practice. 
e “BEMINAL” Granules may be added to 
the baby’s formula, sprinkled on cereal, 
or dissolved in fruit juices, milk or any 
other liquid. Older children may prefer 
to take them dry. 


Available in bottles of 4 ounces. 


Bea's. ‘ramus, No. 925 


REG, U.S. PAT. OFF. 
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Concentrated for potency from approximately 
7 Gm. fresh liver, 7 Gm. rice polishings and 


brewers’ yeast equivalent to 13 Gm. fresh yeast 
per teaspoonful, Elixir ‘OMNI-BETA” contains 
all the known as well as the unidentified 

factors of the vitamin B-complex. A single 
teaspoonful daily supplies thiamine 1.5 mg., 
riboflavin 2.0 mg., niacinamide 10.0 mg., 
pantothentic acid 1.40 mg., and pyridoxine 
hydrochloride 0.40 mg., plus generous amounts 
of choline, biotin, para-aminobenzoic acid, 
inositol and folic acid. Achievement of this 
well-balanced formula is made possible by 
utilizing all three of the richest natural sources 
of the complex to which pure crystalline factors 
are added. Uniting these primary sources 
permits ideally simple administration with full- 
scale protection in a single teaspoonful daily. 


For additional ph ical details consult your pharmacist—for more 
extensive medical data write Medical Division of William R. Warner & Co. 


Wiliam? NARNER cxcG@%c 113 WEST 18TH STREET, NEW YORK 11, N. Y. 


elixir 


Available in light-proof, cartoned amber 


9 
bottles containing 4 and 8 fluidounces. 


Each carton includes a plastic, standardized vitamin B complex 


U.S.P. teaspoon measure. #Trademark Reg. U. S. Pat. Off. 
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YOU CAN’T CLAMP 


A CAPILLARY 


The capillary bleeding encountered in operative procedures involving mucous 
surfaces is to be expected—but excessive capillary hemorrhage can prove annoying 
to the surgeon, and capillary oozing and hemorrhage after operation, alarming to 
the patient. Such hemorrhage is being successfully controlled with 


CEANO 


Orally administered, Ceanothyn apparently 


THYN 


accelerates the action of thromboplas- 


tin—the coagulability of the blood is increased, clearing the field for operation 
and increasing the patient’s margin of safety against postoperative bleeding. 
Ceanothyn acts promptly—is nontoxic—has no known contra-indications. Its ad- 
ministration as a prophylactic measure is widely practiced. 


For the control of capillary hemorrhage 
in minor surgery—tonsillectomy, oral and 
nasal surgery, exodontia, etc. 

Also of value in: 
Epistaxis, functional uterine bleeding, 
hematemesis, bleeding ulcers. 


FLINT, EATON 
DECATUR e. 


Indications: | 


Ceanothyn is an extract of Ceanothus ameri- 
canus containing the alkaloids in uniform 
solution (alcohol 10%). 


Supplied in pint bottles—available at 
prescription pharmacies. 


& COMPANY 


April 194 
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A GENEROUS SHARE of the average physician's time 
is devoted to patients whose economic position 
is such that no financial consideration can be ex- 
pected. This practice is not due to philanthropy or 
emotion, but to a profound sense of professional 
responsibility. To the doctor, the indigent patient 
is a living, breathing entity, not just a number on 
a chart. Each patient is regarded with sympathetic 
understanding, and to each is accorded a full 
measure of knowledge and skill. 


COLOR PHOTOGRAPH BY KARL OESSER 


nundee him 


In a similar sense, the manufacturer of drugs and 
medicines assumes a share of professional respon- 
sibility and often makes contributions that do not 
promise to yield financial reward. From research 
often conceived and carried to completion without 
thought of monetary return come many noteworthy 
achievements. Eli Lilly and Company long has been 
a leader in research and to its Research Laboratories 
can be credited a share in the development of 

many important therapeutic agents. 


tually led to the founding of Eli Lilly and Company 
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Wherever an estrogenic effect is desired 


Diethyistilbestrol, Lilly, a crystalline synthetic estrogen, is capable of relieving 
symptoms of the menopause and preventing painful engorgement of the breasts 
postpartum. It is fully effective orally, and its wide range of dosage forms enables 
the physician to prescribe for oral, vaginal, or parenteral administration as he 


chooses. A Lilly specification on your Diethylstilbestrol prescriptions insures your . 


patient a measure of protection which only careful standardization can provide, : 


LitlLY AND COMPANY 
INDIANAPOLIS 6, INDIANA, U.S.A. 


| TABLETS 
DIETHYL. 
ia: 
RI 
DIETHYL ES (Vaginal) 
— TILBEStTR. 
10.5 mg, 
KREP IN A Coot p 
4 ‘Sine wo 
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entle menopausal 


O © O therapy 


Gentle natural therapy of the menopause, 


relatively free from untoward side effects 


may be obtained conveniently and econom- 
ically with Estinyt (ethinyl estradiol), an 


oral estrogen closely related to the true 


follicular hormone. 


ESTINYL 


By virtue of its origin and composition Estrnyt favors an 


easy and calm transition, and yet because of its great oral 
potency dispels climacteric symptoms rapidly. For the aver- 


age menopausal patient one tablet of 0.05 mg. daily is usually 
sufficient, but two or three tablets may be used if required. 


Estinyt- Tablets are best administered at bedtime. Available in two 
strengths—0.05 mg. (pink) and 0.02 mg. (buff) tablets. Bottles of 100, 
250 and 1000. Trade-Mark Estinyt—Reg. U.S. Pat. Off. 


In Canada, Schering Corporation Ltd., Montreal 


e 
cheving CORPORATION+ BLOOMFIELD: N.J. 
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Announcing... 


TWO NEW PENICILLIN PRODUCTS 


of Schenley Laboratories, Inc. 


PENICILLIN #4 
ROCHES We 


PENICILLIN TROCHES 
SCHENLEY— 


With a base which dissolves slowly, and thus 
gradually liberates penicillin at the site of in- 
fection, these troches provide an effective means 
for treatmeni of mouth and throat infections 
due to Vincent's organisms. Penicillin Troches 
Schenley retain potency over long periods 
when kept at recommended temperature. 


Penicillin Troches 
Schenley—1,000 units 
each. Supplied in 
bottles of 25. 


PENICILLIN TABLETS 
SCHENLEY — 


Buffered with calcium carbonate, these superior 
tablets are indicated in treatment of gonorrhea 
and in continuing therapy of pneumococcic, 
streptococcic, and staphylococcic infections 
after acute phase of infection has been con- 
trolled. Stability of tablets permits ambulatory 
patients to carry with them the required 


daily dose. 


Penicillin Tablets 
Schenley — 25,000 
units each. Supplied 
in bottles of 20. 


SCHENLEY LABORATORIES, Inc. 


Executive Offices: 
350 FIFTH AVENUE, NEW YORK CITY 
Producers of PENICILLIN SCHENLEY 


34 April 1946 
— 4; 
{ = 
—, 
7 
SCHENLEY 
<=> 
PENICIELIN 
TABLETS 
SCHENLEY 
= HENLEY ag 


Vol. 39 No. 4 


SOUTHERN MEDICAL JOURNAL 


A New Biologic Approach to Healing — 


THERAPY 


Announcing 


CHLORESIUM 
natural, non-toxic 


Chlorophyll 
| preparations 


The need for an effective, non- 
toxic and non-injurious thera- 
peutic agent which accelerates 
healing by stimulating cell me- 
tabolism has been generally rec- 
ognized. The medical profession 
has viewed with interest this 
new and fundamental approach 
to the problem—the utilization 
of water-soluble chlorophyll 


compounds. 


Chloresiu m 
lution - Plain 


The water-soluble derivatives of 
chlorophyll “a” (C;;H7,0;N «Mg) 
have been extensively tested 
during the past four years in 
laboratory and clinic in the top- 
ical treatment of wounds, battle 
injuries, burns, ulcers and sim- 
ilar lesions, especially the chron. 
ic, indolent and resistant type. 

Healing and Deodorization 
Numerous investigators have 
demonstrated that these natural, 
non-toxic chlorophyll prepara- 
tions produce a definite, meas- 
urable acceleration of healing 
and a reduction of scar tissue. 
In addition, they report prompt 
elimination of the almost un- 
bearable odors found regularly 
in chronic suppurative lesions 
of bone and other tissues. 


Now Generally Available 
After exhaustive clinical investi- 


gation, these therapeutic chloro- 
phyll preparations are now 
offered to the medical profession 
by the Rystan Company, under 
the trade name Chloresium. 

Both Chloresium Solution 
(Plain) and Chloresium Oint- 
ment contain the purified, thera- 
peutically active water-soluble 
derivatives of chlorophyll “a” 
(CssH120; N,Mg). They are 
maintained to rigid chemical 
and physical standards and are 
pharmaceutically adjusted to a 
low surface tension to insure 
penetrability. 

Use Widely Indicated 
The topical use of Chloresium 
Solution (Plain) and Chloresium 
Ointment is indicated in a wide 
range of acute and chronic le- 
sions, especially in the treatment 
of wounds, burns, ulcers, skin 
diseases, and malodorous lesions. 


Chlorestum 


REG. U.S. PAT, 


OFF. 


RYSTAN COMPANY, Dept. SM-1 

50 Church St., New York 7, N. Y. 
Please send me, without obligation, “Chlorophyll—Its 
Use In Medicine,” a review of over 60 published papers, 
with explicit directions for the use of Chloresium therapy 
—and clinical samples of the products indicated: 
() Chloresium Solution (Plain); ( ) Chloresium Oint- 
ment; ( ) Chloresium Nasal Solution. 


= 
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Chloresium is ethically promoted. Avail- 
able at all leading druggists. 


CHLoREsiuM SOLUTION (PLAIN) 
2 oz. and 8 oz. bottles 
CHLOREsSIUM OINTMENT 
1 oz. tubes and 4 oz. jars 
Cuvoresium Nasa Soiution*. 4% oz. d 
bottles and 2 oz. and 8 oz. bott 


*Chloresium Nasal Solution contains the purified, therapeu- 
tically active water-soluble derivatives of chlorophyll “a” 
(C55H7205N 4Mg) in an isotonic saline solution suitably buffered 
for nasal inatilistion. Indicated for sy ic relief and for 
acceleration of healing of acute and chronic inflammatory con- 
ditions of the upper respiratory tract. 


RYSTAN COMPANY 


“50 CHURCH ST., NEW YORK 


SOLE LICENSEE—LAKELAND FOUNDATION 
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Progesterone is ‘the hormone of 
the mother and is indispensable for 
normal reproduction and gestation. 
Administered as PROLUTON by 
injection it helps maintain preg- 
nancy threatened by miscarriage due 
to insufficient maternal hormone. 


PROLUTON 


In the presence of a history of habitual abortion 
PROLUTON is frequently administered prophy- 
lactically as soon pry ve diagnosis of pregnancy is 
established. Four out of five women so treated are 
carried safely to term. !.2 


active form of corpus luteum hormone, may be sub- 
stituted for PROLUTON where oral therapy will serve 
most conveniently. 


PROLUTON (progesterone) Ampules of 1, 2, 5, 10 mg. — 
Boxes of 3, 6 pa 50. PRANON (anhydrohydroxy - 
gesterone) Tablets 5, 10 mg.—Boxes of 20, 40, 100 and 50. 
1. Mason, L. W.: Am. J. Obst. & Gynec. 44:630, 1942. 
2. Soule, S. D.: Am. J. Obst. & Gyan. 42:1009, 1941. 

TRADE-MARKS PROLUTON AND PRANONE — REG. U. S. PAT. OFF. 


Schering CORPORATION +« BLOOMFIELD, N. J. 


IN CANADA, SCHERING CORPORATION LIMITED, MONTREAL 


36 ee April 1946 
: “ 
= 


Vol. 39 No. 4 


One capsule per month of Infron Pediatric 
provides adequate vitamin D for the prophy- 
laxis against and treatment of rickets. 

The rationale of this convenient and eco- 
nomical new method of vitamin D admin- 
istration has been established clinically by the 
work of Wolf, Rambar, Hardy and Fishbein. 

Each capsule of Infron Pediatric contains 
100,000 U.S.P. Units of Vitamin D—Whit- 
tier Process—especially prepared for pediatric 
use. 

Infron Pediatric mixes readily with the 
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feeding formula, milk, fruit juices, or water. 
and can also be spread on cereal. 

Supplied in packages of 6 capsules—suffi- 
cient dosage for 6 months. Available at pre- 
scription pharmacies. 


REFERENCES: 
Rambar, A. C., Hardy, L. M. and Fishbein, W. L.: 
J. Ped. 23:31-38 (July) 1943 
Wolf, I. J.: J. Ped., 22:707-718 (June) 1943 
Wolf, I. J.: J. Ped. 23:396-417 (April) 1943 
Wolf, I. J.: J. Med. Soc. New Jersey, 38:436 (Sept.) 
1941 


ETHICALLY PROMOTED 


Infron is the registered trade-mark of Nutrition Research Laboratories 


NUTRITION RESEARCH LABORATORIES - CHICAGO 


. Please send literature 


and a supply sufficient for - 
6 months clinical trial. 
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PIONEERING THAT POINTS TO DISCOVERY ... DISCOVERY THAT DEMANDS LEADERSHIip 


1739-1774 
Although it received little recognition during Hewson’s Sie. 
~~ lifetime, his analysis ‘of coagulation added an essential ee 
I to the k ledge which led to p l therapy 
Hewson isol d thes b e which he called oneal 
“coagulable lymph,”’ later named fibrinogen. 


Another Aaxter FIRST 
... the Vacodrip 


In 1935 the Vacodrip was made available for 
better use of parenteral solutions. It provided the 
et ‘ means to control accurately and safely the rate of solution 
BAXTER administration from the Baxter Vacoliter. The one 
des er piece, all glass, easily cleaned Vacodrip, which could 
be simply plugged into the Vacoliter, became an ‘integral 
part of the Baxter Technique for Parenteral Therapy. 
Baxter’s many years of pioneering and leadership 
in the field of parenteral therapy are your protection. 
Here is a parenteral program complete, 
trouble-free, and confidence-inspiring. No other 
method is used in so many hospitals. 


Manufactured by 
BAXTER LABORATORIES, INC. 
Glenview, Iilinols; Acton, Ontario; Londen, England 


Distributed east of the Rockies by 


AMERICAN HOSPITAL SUPPLY CORPORATION cuicaco new vont 


Produced and distributed in the Eleven Western States by DON BAXTER, INC., Glendale, Calif. 
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ee in impaired liver function and 
hepatic damage, in many stubborn cases, is safely attained 
through the use of 


SORPARIN 


(Ext. Sorbus aucuparia ‘MeNeil’) 


Conspicuous among the pharmacodynamic actions of this 
recently re-investigated botanical are : 


®@ Sorparin stimulates the functioning of liver cells. 
@ In a large majority of cases Sorparin dispels the indefinite 
dyspepsias frequently associated with hepato-biliary dys- 
function. 


@ Is not a cholagogue nor a choleretic—may be used in ob- 
structive types of jaundice. 


@ No known contraindications. 
@ May be used with safety in combination with bile salts 
(although these are not required for therapeutic efficacy) 


with vitamin K, antispasmodics, sedatives or sulfonamides 
without incompatibility. 


CLINICAL INDICATIONS: Hepatitis, with and with- Available in tablets, each 
out jaundice, toxic and obstructive jaundice, chronic containing Sorparin 3 gr. 


cholecystitis with and without stone, idiopathic hypo- Bottles of 100, 500 and 1000. 
thrombinemia and post-surgical biliary symp Li eon request. 
Lab 
babor 


Mcteil 
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Protruding in bold relief from the adjacent 
tissues, rectal hemorrhoids frequently obscure 
less well-defined pathology located higher 

in the ano-rectal area. To avoid all error while 
providing relief—in the clear—the physician may 
avail himself of the palliative, yet safe actions 
of ‘ANUSOL’”* Hemorrhoidal Suppositories. 
Containing no narcotic, anesthetic or analgesic 
drugs to mask the symptoms of more serious 
rectal pathology; no styptics or hemostatics 
with attendant danger of thrombosis; and no 
vasoconstrictor: to produce systemic side 
effects, ‘ANUSOL’ Hemorrhoidal Suppositories 
permit continued function of sensory 

warning mechanisms. Simultaneously, they 
permit early and safe relief by means of 
decongestion, lubrication and protection. 


Schering & Glatz, Inc., « subsidiary of 


WILLIAM R. WARNER & CO., INC., 113 WEST 18TH STREET, NEW YORK 11, N. Y. 


Available in boxes of Hemorrhoidal Suppositories 


6 and 12 suppositories. 


a 
in clear relief 
Trademark Reg. 
Pat. Off, 
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“The male sex hormone, testosterone, 
bas proved to be a 


POTENT GYNECOLOGIC 


WE APON mF in such common disorders 


as functional uterine bleeding, dysmenorrhea, 
and premenstrual tension. It is also effective 

in chronic cystic mastitis, frigidity, endometriosis, 
and the suppression of lactation. The Roche- 
Organon male hormone preparations are 
available in three convenient, economical dosage 
forms: Neo-Hombreol ampuls (testosterone 
propionate) for parenteral use, Neo-Hombreol 
(M) ‘tablets (methyl testosterone) for oral 
administration, and Neo-Hombreol (M) Dosules 
for cutaneous application. Write for our new 
booklet containing up-to-date dosage schedules 
and recent references on the use of male hormone 
therapy in gynecologic disorders. 


ROCHE-ORGANON, INC. « NUTLEY 10, N. J. 


NEO-HOMBREOL 


*A.E.Rakoff, M. Clin, North America, 29.251, 1945 Roche-Organon 
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pernicious ane- 
mia patient in 
state of relapse 


Liver feeding has already given 
19 years of life to many pernicious anemia patients 
who in 1926 were facing certain death. 


Because of the insight and labor of such men 
as Minot, Murphy, Castle and Cohn, there is material 
. to replace the deficient hematopoietic principle; 

thus, this condition can now be treated successfully. 


Purified Solution of Liver-Breon, a uniform, 
dependable solution, standardized on man, is released 
for general use only when the hematopoiesis of 
pernicious anemia patients in relapse has responded 
to its injection under conditions specified by the Anti- 
Anemia Preparations Advisory Board of the U.S.P. 
The efficiency and economy of Purified Solution 

of Liver-Breon is suggested in the fact that when 
injected, material derived from but 1/30 as much liver 


need be given as when administered by mouth. © 


~ 


Blood cells after 
adequate therapy 


Supplied : 
15 U.S. P. CInject- 


able) Units per ccin 
l0 cc v 


10 U.S. P. (Inject- 
able) Units per cc in 
0 - vials and 30 cc 


5 U.S. P. (Inject- 
able) Units per cc in 
10 ce vial 


April 1946 


PURIFIED SOLUTION OF LIVER - Breon 


George A. Breon «. Company 
Chemists — 


New York - Atlanta - KANSAS CITY, MO. - Los Angeles - Seattle 
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OTOMIDE 


A STABLE SULFANILAMIDE-UREA SOLUTION 


Effective in BOTH acute AND chronic otologic infections.! 


Potentiated antibacterial potency—because of combined 
effects of urea with sulfanilamide.2 


Non-irritating—free from unphysiologic alkalinity. 


4 
4 
4 


Effectivety analgesic—without impaired sulfonamide activity. 


White’s Otomide is a stable, non-irritating solution. 
; a Composed of 5% Sulfanilamide, 10% Urea (Carba- 

DROPPER BOTTLES mide) and 3% anhydrous Chlorobutanol in a spe- 

OF ONE-WALE FLUID cially processed glycerin vehicle of unusually high 

UNECE (IS hygroscopic activity. 

OM PRESCRIPTION 

Ethically Promoted... not advertised to the laity 
WHITE LACORATORIES, INC. 
Pharmacccticcl Manufacturers .. . Newark 7, N. J. 


1. Strakosch, E. A. and Clark, W. G.: Minn. Med., 26 :276- 
282 (March) 1943. 


2. Tsuchiya, H. M., et al: Proc. Soc. Exper. Biol. and Med., 
50 :262-266 (June) 1942. 
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CALP 


FOR TODAY’S CARDIOVASCULAR PATIENT 


44 eC April 1946 
T 
Iuprovinc collateral€oronary €ircyfition — espeeially during acute and 
subacute phases —mig¥, in large measure, aéegunt for the “therapeutic vic- 
tories” of the dlinician today in the management of coronary heart disease. 
Toward this end, Maltbie’s ¢ alpsirate — with coronary. 
dilating, Myocardial-stimulating and diugétic actions —isgncreasingly 
prefe bé@cause so remarkably free from gastric 
side-effects. Its salt, b¢ing almos the stomagh and readily 
absorbed by the intestine, are to se distress.” 
FORMULA: Calciumeheobromine—calcitim gluconate in molegtilar proportions. 
PACKAGED: as tabla (each containing gr. calcium the@bromine — calcium 
gluconate) in bottles of 100, 500 arighiD00 - or as pawder in 1 oz. bottles. 
ALSO AVAILABLE with gr. phenobarbi ralper tablet, when sedation is desired. 
Vis: 
THE MALTBIE CHEMICAL COMPANY = NEWARK, NEW JERSEY 
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Fussy children with 
stuffy noses from coryza, 
sinusitis, or allergic rhinitis 
: ‘are more apt to cooperate when the pediatrician ay 
prescribes'Wellcome” brand Ephedrine isotonic 
Solution (Aqueous) to relieve nasal ; 
congestion. In its non-oily vehicle 
modified Locke’s solution, 'Wellco.. 
Ephedrine Isotonic Solution affords prompt, Jong lasting ae 
shrinkage of nasal mucosa without inhibiting : 
ciliary action. Because it does not sting little noses te 
~ it promotes confidence between the physician and 
his most qaitical group of young patients. 


sformerly as Ephedrine Tsotonic Solution” 7 


BURROUGHS WELLCOME & CO. (U.S.A.) INC., 9 & 11 EAST 41ST STREET, NEW YORK 17, N.Y. 
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Chlorides “ent ephedrine in TSoTonic SOL | 
“Modified Locke: Ution of (Aqueous) ae 
— 3 es °f fluide cium 
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of 
Containing th mucilaginous pectin jelly, which is an acid (pH 3.1) 
carbohydrate, and phenyl mercuric nitrate 1:24000 asa germicide, Merpecto: 
bactericidal, yet is soothing, healing, and non-toxic. Issued in plain (3% oz) 
tubes, with and without applicator, treatment.is one applicator inserted twice daily 
for three weeks; and prophylactically thereafter during menstruation, 
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a new 
liquid 


llosage 
form 


Benzedrine Sulfate — formerly supplied 


in tablet form only — is now available also as: 


BENZEDRINE SULFATE ELIXIR 


Benzedrine Sulfate Elixir, N.N.R.—highly palatable, 
pleasant in appearance and easily tolerated — 
is identical in action with Benzedrine Sulfate Tablets. 
It is a preferred form of administration for invalids, 
convalescents, children and the aged. This new 
preparation contains Benzedrine Sulfate 
"(racemic amphetamine sulfate, S.K.F.), 
2.5 mg. per 5 cc. (1 teaspoonful) ; 


and has the same pharmaceutical properties 


Available in 6 fl. oz. bottles as low-alcoholic, mildly acidic elixirs. 
NOTE: When you next write for Benzedrine 
Sulfate, please remember to specify 
which of the two dosage forms 
you wish to prescribe — 
Tablets’ or ‘Elixir’. 


Smith, Kline & French Laboratories, Philadelphia, Pa. 
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LABELED 


ae Effective immediately, every vial of 
Pe Penicillin-C.S.C. will state the 
E potency of the product in units per 
milligram. 
a The high state of purification - 
ee achieved in Penicillin-C.S.C. is indi- q 


cated by this unitage per milligram 
statement—in no instance will Peni- 
cillin-C.S.C. contain less than 1300 
units per milligram. 


PENICILLIN-C.S.C. 


As the illustration indicates, Penicillin-C.S.C. now offers two 
importaat advantages: 

A) Exact milligram-unitage labeling enables the physician 
to know precisely what he is administering so far as 
purity is concerned. 

B) Purity above 1300 units per milligram largely avoids 
the reactions attributed by many investigators to in- 
sufficient purification. 


PHARMACEUTICAL DIVISION 


Penicillin-C.5.C. is accepted by the Council on Pharmacy 
and Chemistry of the American Medical Association. 


April 1946 
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Ciba research is proud: of its atcomplishments in the field of steroid sex 
hormones. The development of endocrinology from the early days when 
de Graaf gave the first authentic account of the ovarion follicle, to the 
present-day understanding of the Vital role played by the’gonadal hormones, 
is on-evolution in which Ciba has latterly had an important pert. The record of 


Ruzicka and his associates, who first synthesized the @fidrogenic hormone in 


eeeperation with Ciba iaboratories, isone of the cornerstones of our tradition. 


With the development of Di-Ovecylin, Ciba ‘offers 
the superior estrogen having long-sought advantages of 


Prolonged durction of effect with greatest economy, 
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INFANTILISM: 
ENDOMETRIAL 
BIOPSY 


AMENORRHEA 


“While not establishing spontaneous men. 
strual periods,” large doses of estrogenic 
. substances ‘“‘nevertheless resulted in the 
appearance of many episodes of uterine 
bleeding, breast development, development 
of pubic and axillary hair and physiological 
and social adjustments.” 
Finkler & Bass: Med. Woman’s J., 47: 1, a 


DYSMENORRHEA 


“The cramps of essential dysmenorrhea can 
be successfully eliminated with estrogen 
when an adequate dose is started early 
enough in the cycle. The advantages of 
using ‘estradiol dipropionate’ are that a 
minimum of injections are required and 
there are no demonstrable toxic effects.” 


Sturgis & Meigs: Surg., Gyn., & Obst, 75: 87, 


MENOPAUSE: 
VAGINAL SMEAR 


MENOPAUSE 


It is suggested that menopausal patients 
“should receive injections of 5 mg. of estra- 
diol dipropionate” . . .. “once weekly for 
three weeks. If this does not produce a sati+ 
factory therapeutic response there is no 
need to continue searching for the proper 
dosage of estrogens, since this dose is 
ample for all such cases.” 


Queries and Minor Notes, J. Am. Med. Asset, 
1295, Dec. 29, 1945. 
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DI-OVOCYLIN 


GIVES INCREASED INTENSITY AND 
PROLONGED DURATION OF EFFECT 


Early estrogen therapy was hampered by the short-lived effect of the injection. 
Increasing doses merely resulted in wastage. Small divided amounts meant 
inconvenient multiple injections. With the advent of the esterified estrogenic 
hormone, Di-Ovocylin (estradiol dipropionate), the organism is spared the 
periodic alternation of hormonal want or abundance, and is supplied a constant, 
sufficient amount of estrogen. Whereas estrone injections may be required two 
or three times weekly, a single injection of Di-Ovocylin every fourteen to 
twenty-one days will control symptoms in the majority of menopausal patients. 
In potency as well as in duration of effect, Di-Ovocylin offers greatest advan- 
tage. In one comparison of the potency of several estrogens, using the oviduct- 
stimulating power in chicks as criterion, it was shown that estrone had the 
lowest potency, estradiol and estradiol benzoate were higher, and estradiol 
dipropionate had highest potency.” Make Di-Ovocylin your estrogen of choice 
for its lasting therapy, easier management of cases, and gratifying economy. 


PRODUCES FEELING OF WELL-BEING 


Di-Ovocylin, being a derivative of a natural estrogenic hormone, 


v7, has the added advantage of producing a feeling of well-being in 


the patient. This important clinical consideration further recom- 


mends Di-Ovocylin for use as your regularly prescribed estrogen. 


1. Greene, R. R.: Int. Abst. Surg., 
74: 595, 1942. 

2. Monro, S. S., Kosin, I. L.: Endo- 
crinology, 27: 687, 1940. 
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DI-OVOCYLIN 


DI-OVOCYLIN 


a- ESTRADIOL BENZOATE 
a-ESTRADIOL BENZOATE 


WEIGHT OF UTERUS IN Mg. 


DURATION OF ESTRUS IN DAYS 


- ESTRADIOL 
a- ESTRADIOL 


0. Gamma 60 
0 10 20 30 40 10. 20 30 40 50 

D allen of estrus: predweed rat fect of estradiol, benzoate, and 

by estradiol, estradiol benzoate, and ‘estradiel diol dipropionate on the uterine weight of eos 


dipropionate. 


trated rats, 


CIBA ESTROGENS 


DI-OVOCYLIN 
(a-estradiol dipropionate) 


Supplied: Ampuls of 1 cc. containing 
0.1 of 0.2 mg., in cartons of 6 and 50; 

Is of 1 cc. t 0.5, 1.0, 2.5, 
or 5.0 mg., in cartons of 3, é, and 50. 


OVOCYLIN (a-estradiol) TABLETS 


As Ovocylin, like all steroid hormones, 
loses some potency when administered 
orally, it is usually employed as adju- 
vant to injections. Supplied: Tablets of 
0.1, 0.2 or 0.5 mg., in bottles of 30, 
100, and 250. 


OVOCYLIN SUPPOSITORIES 


Used in conditions such as vulvo- 
vaginitis of infants, senile vaginitis, 
pruritus vulvae. Supplied: Supposi- 
tories of 0.04 mg., boxes of 10 (Adult's 
size) and 30 (Children’s size); 0.4 mg., 
boxes of 10 (Adult's size). 


OVOCYLIN OINTMENT 


For concentrated local effect in condi- 
tions such as under-developed breasts 
or senile vaginitis. Supplied: Concen- 
trations of 0.03 mg. and 0.15 mg. per 
Gram, in tubes of 50 Grams. 


1446-4025 


40 | 
3 150 
30 
20 
10 
Ovocylin and Di-Ovecylin—Trade Marks Reg. U.S. Pat. Off. and Canada 
4 
— 2 
IN CANADA: CIBA COMPANY LIMITED, MON 
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In hunger, half a loaf may be better than none, but for vita- 
min deficient tissues “indiscriminate administration of large 
amounts of individual members of the B complex, particularly 
thiamine, may lead to other deficiencies.”! Solu-B* delivered 


by muscle or by vein brings to deficient tissues all major crys- 
talline factors in a massive dose totaling 325 mg. of B complex 
factors balanced to approximate the ratios in which they occur 
in good, nutritionally adequate diets. 


*Trademark Reg. Pat. Off. 


Each vial of Solu-B contains: Pyridoxine Hydrochloride. . . 5 mg. 


Thiamine Hydrochloride . . . 10mg. Calcium Pantothenate . . . . 50mg. 
Riboflavin . Nicotinamide. ..... . . 250mg. 


FINE PHARMACEUTICALS SINCE 1886 


Available in packages of 5(10 cc.) vials with 5 (5 cc.) ampoules Solu 3 iY 
sterile water; and in packages of 25 vials without diluent. 
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VAGINAL CREAM 


Non-specific vaginitides associated with breakdown 
of vaginal or cervical mucosa (as in atrophic vaginitis, 
ulcerative vaginitis, post-operative vaginitis or cervi- 
citis and other similar conditions) appear to be caused 
principally by the overgrowth of secondary bacteria. 

Suppression of these secondary invaders is, there- 
fore, the logical therapeutic aim. 

Triple Sulfa Vaginal Cream, a rational combination 
of three sulfa derivatives provides bacteriostatic and 
bacteriocidal action, optimally specific at different, 
individual pH levels.'-? Clinical investigation has dem- 
onstrated that complete mucosal healing and restora- 
tion of normal pH can usually be effected within twelve 
to twenty-one days. 

Now available at most pharmacies. 
TRIPLE SULFA VAGINAL CREAM — An optimal association of sul- 
fathiazole, N’acetylsulfanilamide, N’benzoylsulfanilamide, and urea 


peroxide, incorporated into a pleasant, water-soluble, absorptive 
cream base. 


ORTHO PHARMACEUTICAL CORPORATION 


©, ORTHO PHARMACEUTICAL CORP., LINDEN, NEW JERSEY 
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SET OF POLLEN TESTS 
FOR HAY FEVER 


A Complete Diagnostic Set, containing 12 or more tests. Capillary 
tubes in individualized sets, selected on the basis of locality, date of onset 
and the duration of the patient’s attack. 

Make the skin tests by the easy “scratch method”, and record 
results on the simplified chart enclosed for your convenience. 

If you wish, send us a report of your tests and we will prepare a 
treatment set to cover the patient’s sensitivities ($7.50 complete). Also 


our allergy staff will gladly offer suggestions for the management of 
your cases. 


THE ARLINGTON CHEMICAL Co. 


Yonkers 1 New York 


Biological Deportment—The Arlington Chemical Company, 
Yonkers 1. New York 


inclosed find $1.00 for ial complete Catton Diagnostic Set for this 
and for indicated of Hoy ottac 
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MAINTAIN HIGH PENICILLIN TIDE 

IN THE BLOOD STREAM 

BY ONE INJECTION IN 24 HOURS 

WITH TRUE ROMANSKY FORMULA 
OFFERED BY BRISTOL LABORATORIES 


Office or home treatment now becomes practicable through adminis- 
tration of Penicillin in Oil and Wax as developed by Captain M. J. 
Romansky (M.C.) at the Walter Reed General Hospital, Washington, 
D. C. With this preparation it is possible to hold a penicillin thera- 
peutic blood level by one injection in 24 hours, thus replacing the 
previous use of 8 injections of penicillin in saline over 24 hours. 

There is usually less discomfort to the patient, and hence better 
cooperation. Also, by eliminating repeated injections the cost of 
treatment to the patient is lowered, and there is an appreciable sav- 
ing in physicians’ and nurses’ time. Only with the true Romansky 
formula, based on a single injection of 1 cc. of 300,000 units in the 
oil-beeswax medium, is this possible. 

Bristol Laboratories now offer the true Romansky formula with 
calcium penicillin. Due to special processing, the Bristol preparation 
is especially easy to inject. Write for new literature. 


BRISTOL 


LABORATORIES [SYRACUSE 1, NEW YORK 
INCORPORATED 
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TUBBORN staphylococcpl dermatoses frequently 
Syed to the simultanéous, combined action of 
vaccine and toxoid as presented in Staphylococcus 
Toxoid-Vaccine Vatox. Investigators found this 
preparation of value “‘as an adjunct in the treat- 
ment of the ordinarily stubborn staphylococcal 
dermatoses”!, and ‘‘as a routine therapy in acne’’2, 

StaPHYLOcoccus Toxo1p-VAccINE VATOX 
“NaTIoNaL” is a combination of staphylococcus 
vaccine (Staphylococcus aureus—2,000 million 
per ce.) and staphylococcus toxoid (1,000 original 

_MN.D. per ce.) which stimulate the production 
of antibacterial and antitoxic substances. 


4 


INDICATIONS! For treatment of staphylococcal in- 
fections, particularly carbuncles, acne, furuncu- 
losis, osteomyelitis, and infectious eczematoid 
dermatitis. The National Drug Co., Philadelphia 
44, Pennsylvania. 


(1). Goodman, M. H., Arch. Derm. & Syph. 47:640 (May) 1943; (2). 
Jordan, C. B., Urol. & Cut. Rev. 47:185 (March) 1943. 


NATIONAL 


DRUG COMPANY 


STAPHYLOCOCCUS 
Toxoid-Vaccine VATOX 


BioLecicats, BIOCHEMICALS, PHARMACEUTICALS FOR THE MEDICAL PROFESSION 


Try this Dug/ App, i 4 
| 
Available in 6 cc. vials for subcutaneous or intramuscular injections. % 
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Vitamin B’s Independent Growth 
Factor 


Growth is the most important word in the vocabulary of childhood; of major concern with 
the mother and physician. The feeding test is the only way to fully find it. 

Practically all of the factors in a well balanced diet have to do with growth. Balanced 
proteins and minerals, carbohydrate and fat, with enough of the A, B, C, D Vitamin groups, 
and the whole of each group. 

Outstandingly Vitamin B supplies one, and Vitamin A another, independent growth fac- 
tor; inter-dependent and neither takes the place of the other. 

Neither thiamin, riboflavin, nor niacin—so widely advertised as “the only recognized Vita- 
min B essentials”—singly, nor together, give, away from the other needed Vitamin B parts, 
either Vitamin B’s independent growth or life-sustaining factors. (Photograph 1) 


Dried Brewers Yeast does supply it; is the richest known source of Vitamin B’s*independ- 
ent and indispensible growth factor. (Photograph 2) € 


1. Thiamin, riboflavin, and nicotinic acid, parts 
of Vitamin B, in otherwise complete diet. 


2. Vitamin Food Company’s Dried Brewers Yeast, sole 
source of Vitamin B, in otherwise complete diet. 
VITAMIN REINFORCEMENT, SIMPLIFIED AND SURE 


For vitamin reinforcement with babies, expectant and lactating mothers, and other adults, cod liver oil 
is the standard for Vitamins A and D, Dried Brewers Yeast for the whole of Vitamin B, and orange juice or 
its equivalent for Vitamin C. 

For Vitamin B, one-fourth teaspoon in bottle feeding; one-half teaspoon for older children; two to 
three teaspoons for the nursing mother, have been indicated. Vitamin B well supplies and enough must be 
had of Vitamin B’s independent lactation promoting factor for normal nursing. Use in milk, on cereals and 


in vegetables. For pellagra and other Vitamin B disorders two teaspoons three times a day (an ounce) up 
to two ounces, have been indicated. 


Samples sent to physicians and hospitals 
VITAMIN FOOD COMPANY, INC. 


Vitamin Research Laboratories, Inc. 


187 Sylvan Avenue Newark 4, N. J. 
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Each vitamin capsule (Special Group potency) 

now supplies: a 
Vitamin A (natural)........12,000 U.S.P. Units K/ 
Vitamin D (natural) 1,200 U.S.P. ar 
Thiamine (B;) 

Riboflavin (B) 

Niacinamide 

Pyridoxine (B,) 

Calcium Pantothenate 

Ascorbic Acid (C) 

Alpha Tocopherol (E) 

B Complex factors from 


The Vi-Syneral Mineral Capsule furnishes: Cal- 
cium, Phosphorus, lron, lodine, Copper, Mangan- 
ese, Zinc, Magnesium. 


New increased potencies (with natural Vitamins 
A and D) are also available in other special 
Vi-Syneral formulas: INFANTS and CHILDREN 
CHILDREN and ADOLESCENTS * ADULTS * 


PROFESSIONAL SAMPLES — EXPECTANT and NURSING MOTHERS. 
AND LITERATURE 


U. S. VITAMIN CORPORATION - 250 E. 43 St. » NEW YORK 17.N. Y. 
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Pioneers in Shock Therapy 


For Southern Physicians whose Psychoneurotic and other Psycho- 
pathologic Patients require Specialized Treatment in Scientific 
Psychiatry suitable to their individual needs. 


We do not treat narcotic addictions or acute alcoholic intoxication. 
BROOK HAVEN MANOR SANITARIUM 
Stone Mountain, Georgia 


Medical Direction, The Owensby Psychiatric Clinic, Business Manager, P. O. Box 68, 
Medical Arts Building, Atlanta, Georgia. Stone Mountain, Georgia. 


MEMPHIS THE WALLACE SANITARIUM 


For over thirty years in successful operation; just eight miles from the heart of the city, in a quiet suburb, occupy- 
ing sixteen acres of beautiful grounds, this Sanitarium is especially equipped for the treatment of drug addiction, 
alcoholism, nervous, and mental disorders, the care of patients requiring metrazol and insulin therapy and is ideal 


for convalescents. 


ay 
<= 
S. N. BRINSON, M.D. WALTER R. WALLACE 
Medical Director Business Manager sad 
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St. Elizabeth’s Hospital 


Richmond 20, Virginia 


STAFF 


J, Shelton Horsley, M.D., Surgery and Gynecolegy 

Guy General Surgery 

Leroy, Smith M.D., General and Plastic Surgery 
leman Booker, M.D., General Surgery and 

Gastroscopy 

Douglas G. pman, M.D., Internal Medicine 

Austin I. Dodson, M.D., Urol ogy 

Charles M. Nelson, MD., Urology 

Fred M. Hodges, M.D., Roentgenology 

L. O. Snead, M.D., Roentgenology 

Hunter B. Frischkorn, M.D., Roentgenology 

Helen Lorraine, Medical Iliustration 


Visiting Staff 
- Warthen, Jr., M.D. Surge 
4 a ins, MD., Internal Medicine 
Internal Medicine 
Jena P. Baker, jr. M.D., Internal Medicine 
‘owell F. Shannon, D.M.D., Dental Surgery 
Administration 
N. E. PATE, Business Manager 


are comp y air-c 
Established 1890 GA. School of Nursing 
treatment f N i 
NERVOUS AND MENTAL DISEASES Hopkine Tospital Schosl of Nursing, iy 


Grounds 600 Acres — Buildings Brick, Fireproof — for a three months’ couses on in Pediatrics 
Comfortable — Convenient — Site High and Healthful Obstetrics. 
Departmen Men 


BE. W. ALLEN, M.D., 
H. D. ALLEN, M.D., Department for Women Address: Director of Nursing Education 


CLINIC 


ST. LUKE’S HOSPITAL 
Richmond, Virginia 


General Medicine General Surgery Obstetrics 
James H. Smith, M.D. Stuart McGuire, M.D. H. C. Spalding, M.D. 


Hunter H. McGuire, M.D. W. Lowndes Peple, M.D. W. Hughes Evans, M.D 
Margaret Nolting, M.D. . Webster P. Barnes, M.D. James M. Whitfield, MD. 


John P. Lynch, M.D. John H. Reed, Jr., M.D. 
& John Robert Massie, Je., M.D. 


Orthopedic Surgery Otolaryngology ‘ Bronchoscopy 
Wm. Tate Graham, M.D. Thos. E. Hughes, M.D George A. Welchons, M.D. 
James T. Tucker, M.D. 


Urology Dental Surgery J. Lloyd Tabb, M.D. 


Austin I. Dodson, M.D. John Bell Williams, D.D.S, Pathology 
Chas. M. Nelson, M.D. Guy R. Harrison, D.D.S. J. H. Scherer, M.D. 
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Saint Albans Sanatorium 
RADFORD, VIRGINIA 


A modern, ethical institution, fully equipped for the diagnosis, care and treatment of 
nervous and mental diseases and selected addiction cases. 2,000 feet elevation. Rates 
reasonable. Occupational and Hydrotherapy Departments. 


J. P. KING, M.D. J. K. MORROW, M.D. W. D. LEWIS, M.D. 


THE CARROL TURNER SANATORIUM 


MEMPHIS, TENNESSEE, Route 6, Box 288 
For the Diagnosis and Treatment of Mental and Nervous Disorders 
Located on the Raleigh-La Grange Road, five miles east of the city limits. Accessible to U.S. 70 ( 
including the la equi: 
and hydrotherapy. is lai i recreational 
trained therapist. An 
Cc. C. TURNER, M.D., F.A.C.P., Neuropsychiatrist 
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Sterile ampule produc- 
tion by the H. W. & D. 
system assures the physi- 
cian and druggist of the 
most modern and care- 
fully controlled methods. 

The plan of operation 
and much of the equip- 
ment were designed by 
the H. W. & D. staff to 
provide aseptic technique 
through all stages from 
the preparation of solu- 
tions to the final sealing 
of ampules. 

Chemical and biologi- 
cal controls and inspec- 
tions throughout the pro- 
cess insure product uni- 
formity and sterility. 

The physician has 
assurance in using such 
H. W. & D. ampule prod- [yas 
ucts as Lutein, Phenol- 


sulfonphthalein, Brom- 


sulphalein, Indigo Car- 
mine and Bromsalizol. 


Complete list on request. J 5 


Baltimore 1, Maryland 
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REGRESSIVE CHANGES IN LEPROSY 
UNDER PROMIN THERAPY* 


By G. L. Fite, M.D.,* 
and 


F. Gemar,? 
Carville, Louisiana 


INTRODUCTION 


During the past four years continuous in- 
tensive treatment with promin has been carried 
out in a considerable number of patients at the 
National Leprosarium, as reported by Faget 
and others.! These patients have been receiving 
daily intravenous doses, usually 5.0 grams, with 
rest intervals of one week for each three of treat- 
ment, in some cases for more than four years. 
It has been the continued experience of all con- 
nected with this work that the treatment is 
beneficial in most cases. Although clinical im- 
provement is slow, and bacterioscopic improve- 
ment even more slow, relapses have been ex- 
tremely rare, and the progress of improvement 
has been steady in most instances. 

The purpose of this paper is to report biopsy 
findings in 32 patients who have been receiving 
the drug during periods of 18 months to 4 
years, in order to determine the tissue changes 
associated with remission of the active disease 
process. In all cases the lesions which were 
selected for biopsy were those which were most 
prominent over the trunk and extremities, lesions 
of the face being avoided. In about half the 


“Read in Section on Pathology, Southern Medical Association, 


ng “Ninth Annual Meeting, Cincinnati, Ohio, November 12-15, 


*From the Uz S. Marine Hospital, Carville, Louisiana, and the 
National Institute of Health, Bethesda, Maryland., 
tSurgeon, United States Public Health Service. 
tAssistant Bacteriologist, United States Public Health Service. 


cases these represent persistent small lesions in 
individuals in whom most original lesions were 
no longer clinically apparent. In all cases the 
biopsied lesions had undergone varied degrees of 
clinical regression. In four cases in which the 
biopsied lesions were still frank elevated lepro- 
matous nodules, rich in organisms, there had 
been marked improvement in these lesions 
clinically, consisting of disappearance of signs 
of inflammation, and 50 per cent or more de- 
crease in size of the lesions themselves. The 
lesions studied can thus be considered repre- 
sentative or the more severe, or more active, 
existent in the individual patients. 

In 14 cases biopsies made two to three years 
prior to the present study were available for 
comparison. In eight of these the same area was 
subjected to the second biopsy, and in three cases 
the same lesion. 

Paraffin sections were stained with hema- 
toxylin and eosin, and frozen sections with 
Sudan IV. Frozen sections were also used for 
acid-fast stains, to insure total staining of or- 
ganisms present, and several such sections were 


studied in each case. 


RESULTS 


Bacterioscopic Findings All the cases had 
been bacterioscopically positive at the beginning 
of treatment, but 10, or 31 per cent, of the 
lesions biopsied after treatment are free of 
demonstrable organisms. Five of the positive 
cases had had occasional negative smears from 
the skin of other parts of the body. In one case 
in which the biopsied lesion is free of organisms, 
other lesions in the body are positive by smear. 

From comparison with previous biopsies it is 
clear that there is not only decrease in size of 
the lesions, but also decrease in average numbers 
of bacilli per cell. In only three cases are the 
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vacuolated cells heavily laden with bacilli. For 
the most part, in the treated lesions the number 
of bacilli per cell is small; the bacilli are often 
feeble in their staining propensities. The degree 
to which large infiltrations may atrophy, leav- 
ing little behind, is astonishing in several of the 
cases. 

In six cases the presence of large masses of 
bacilli in globi is an outstanding feature of the 
lesion. In five of these the large numbers of 
bacilli in globi stand in moderate contrast to 
the small numbers of poorly staining organisms 
in adjacent vacuolated cells. In these cases there 
is an obvious persistence, or even increase, of 
bacilli in the globi, in contrast to simultaneous 
decrease in vacuolated cells. It is also noted that 
small globi, and bundles of bacilli in typical 
cigar-packs, commonly associated with progress 
of lesions, are extremely rare in the treated cases. 

However there are changes in several of these 
cases, as well as in some other lesions, which 
indicate clearly loss of bacilli from globi, so 
that the phenomenon of persistence of bacilli in 
globi is not uniform. Cowdry? showed that 
the investing “membranes” of giant globi con- 
sist for the most part of thinned out giant cells. 
The correctness of this is well seen in several of 
the present cases in which giant cells enclose 
old global vacuolated masses which have shrunk 
greatly in size and lost most of the organisms, 
but still retain the global matrix of the globus, 
with perfect preservation of the giant cells them- 
selves. 

The bacterioscopic results of examination of 
skin smears in 100 cases after promin treatment 
for 2 to 4 years are presented in Fig. 1. The 
data are condensed from the results of examina- 
tion of more than 2,000 smears made according 
to the commonly used technic of examination of 
small amounts of material, mostly tissue juices, 
obtained from a minute incision into the cu- 
taneous lesions. 

It is observed that the most significant drop 
in numbers of bacilli found in the lesions occurs 
in the fourth year of treatment. In a group of 
42 patients who have finished nearly four years 
of treatment, 21, or 50 per cent, have shown 
persistently negative smears during the fourth 
year, whereas none of these patients had wholly 
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negative monthly smears during the third year 
of treatment. 


The group of twenty-six patients on promin 
treatment for the past two years only shows a 
comparatively greater degree of improvement 
in two years, which may be partly accounted for 
by larger doses and more continuous treatment 
than were used at the beginning of the work, 


Atrophic Changes.—With a single exception, 
all the lesions show extensive evidences of 
atrophy: atrophy of the epidermis, of sweat 
glands, of nerves, hair follicles, and so on, 
and most interestingly, of the vacuolated cells 
themselves. 


The single exception deserves comment. This is the 
case of a white woman 40 years old, with leprosy of 
11 years duration, consisting largely of numerous small 
discrete nodules scattered over most of the skin of the 
body. Under promin treatment for three years, only a 
few of the smallest nodules have completely disappeared, 
but all have decreased greatly in size, including that 
taken for biopsy. This lesion, however, shows most 
numerous organisms in the superficial parts of the, 
lepromatous areas, as is often the case in chronically 
active leprous lesions, and much fewer in slightly deeper 
areas, there being no bundles of bacilli, or globi. 


This case is the exception. In all the others 
there is much decrease in size of the focal in- 
filtrations about the various structures and 
appendages of the skin which make up the 
common lepromatous infiltration. One of the 
features, which readily demonstrates shrinkage 
from a previous much greater size, consists of 
the persistence of many small blood vessels in 
the lesion, even after most of the adventitious 
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cells have disappeared. This is a constant fea- 
ture seen in varying degree in nearly all cases, 
sometimes only in the more superficial foci, 
sometimes throughout the lesion. 

The atrophy of the lesion also appears fre- 
quently as simple loss of cells from the foci, leav- 
ing the remaining cells much more distinct. In 
the ordinary chronically active lepromatous in- 
filtration, distinction of individual vacuolated 
cells is difficult. In the atrophic foci the single 
cells are often plainly seen, separated from one 
another by a little edema fluid, or by infiltrating 
lymphocytes. It is found that under these con- 
ditions a majority of the vacuolated cells have 
more than one nucleus. 

Another feature associated with atrophy is a 
greatly increased number of lymphocytes in 
certain foci. It is never certain, of course, 
whether these are increased numbers, or residual 
lymphocytes made more prominent by loss of 
vacuolated cells. In the case of plasma cells, 
which in small numbers are a routine feature 
of lepromatous infiltrations, the latter seems 
definitely to be the case. 

Atrophy of the Epidermis—The epidermis 
covering lepromatous lesions is regularly thinned 
out, and the papillae are flattened. Following 
regression of the lesion, this change is often 
permanent, as has been noted of maculo-anaes- 
thetic lesions in the past, and as is evident in 
the permanent alteration in the character of 
the epidermis clinically in many cases. In other 
cases various degrees of formation of new rete 
pegs occur, sometimes producing a definite 
acanthotic change. 

Atrophy of Sweat Glands.—Infiltrative lepro- 
matous lesions almost invariably involve the 
coil glands by embedding them in granulomatous 
tissue, leading to atrophy and loss of function, 


EPIDERMAL CHANGES 


Character of Number of 
Epidermis Cases 
Papillae wholly flat 18 
Papillae partly flat 8 
Acanthotic 2 
Normal __ 4 
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but not destruction of the epithelial structures. 
In the regressive lesions under study, the infiltra- 
tions about the sweat glands are among those 
most strikingly reduced in extent. The ready 
infiltration of the coil glands in leprosy has 
always been attributed to their rich capillary 
bed. It is reasonable to attribute the ready re- 
gression of foci in these areas to the same factor. 


Atrophy of the Corium.—tThe presence of in- 
filtrative foci in the corium leads to much dis- 
tortion and disarrangement of the coarse col- 
lagen fibers. Large nodular lesions compress 
many out of existence. When such lesions re- 
gress there is no evidence of any regeneration 
of collagen fibers. Rarely there is some prolifera- 
tion of elastic tissue as described by Milasch,® 
seen in one of the present cases. More often 
the collagen fibers are simply atrophic, and the 
corium as a whole is thinned, or edematous in 
appearance. Often the collagen fibers stain 
peculiarly, retaining a little hematoxylin, and 
failing to take acid fuchsin. Rarely nuclear 
remnants are left behind in distorted areas. In 
three cases lipids are deposited, some apparently 
within and between collagen fibers, without the 
presence of cells, and quite separate from the 
lipid deposits associated with granulomas. 

Persistence of Deeply Seated Foci.—The deeper 
foci, those infiltrating the subcutaneous tissue, 
usually invading discrete fat lobules, appear to 
undergo regressive changes much less readily 
than the superficial foci. Comparison of lesions 
indicates that the proportionately small number 
of deep foci in the bacterioscopically negative 
cases is due to their original absence, not to 
healing processes, which would leave some 
residue. 


Just as activity in a chronic leprous lesion is 
usually more pronounced in the superficial 


DISTRIBUTION OF FOCI IN DIFFERENT LAYERS OF THE 
SKIN IN 10 POSITIVE AND 10 NEGATIVE CASES 


Site of Bacterioscopy 
Foci Positive Negative 
Superficial 5+ 3+ 
Middle 6+ 2+ 
Deep 6+ 1+ 


Table 1 
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areas, so also regressive changes appear to take 
place here more readily. It might be said that 
the changes, whether progressive or regressive, 
seem to be more active nearer the surface of the 
skin. The importance of this is that lesions of 
lesser extent or duration, which have not so 
extensively infiltrated deeper parts of the skin, 
may be expected to respond to treatment, or 
to regress, better than others. Here again it is 
possible that the capillary blood supply is a 
determining factor. In several cases there are 
many bacilli in the deeper foci, and compara- 
tively few in the superficial. 


Vascular Changes —The author* called atten- 
tion to the frequency and importance of bacil- 
lary infection of blood vessels in a majority of 
lepromatous lesions. These lesions with bacilli 
in endothelial cells provide a continuous source 
of organisms for further spread of the disease 
by way of the blood stream, and production of 
new lesions of hematogenous origin. 


In the present cases no example of vascular 
infection has been encountered, with bacilli 
either in vessel walls or in endothelial cells. 
Lesions of vessels without bacilli are observed 
in seven cases. In these, cellular infiltration of 
the vessel wall indicates a vessel formerly in- 
fected. Venules and capillaries with large prom- 
inent endothelial cells are outspoken in many 
lesions. 


In one case there is infiltration of the superficial 
vessels by neutrophilic granular leukocytes in a most 
striking manner. This is in a 40-year-old white woman 
with leprosy of 19 years duration which has improved 
tremendously on promin therapy. Bacilli were found in 
a single focus in a single section of several searched, 
and nowhere in relation to the blood vessels. 


Polymorphonuclear Neutrophilic Leukocytes. 
—These cells are ordinarily absent from the 
chronic leprous granuloma, occurring only in the 
presence of ulceration, or in small numbers in 
acute reactive inflammatory phases, or from 
unrelated secondary processes. 


In most of the regressive lesions they are also 
absent. However in seven cases, including the 
above with vascular infiltration, they are found, 
once in considerable numbers infiltrating all the 
granulomatous foci. In two cases these cells are 
observed invading large globi which seem to be 
undergoing disintegration. In no case is phago- 
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cytosis of bacilli by the granular leukocytes 
observed. 


Lipids—All lepromatous lesions and leprous 
granulations contain large quantities of lipids. 
These are present in the vacuolated cells in the 
earliest lesions, even as in the epithelioid cells 
in tuberculosis, but in leprosy continue to in- 
crease in quantity with the chronicity of the 
lesion, making old solid lesions greasy in tex- 
ture. The lipids are mixtures of fatty materials 
including much neutral fat, but are free of 
cholesterin. 


The lipids persist beyond the life or activity 
of the leprous lesion. Leprous foci which appear 
totally obsolete are not scars, but collections of 
fat-laden cells. Many of these are vacuolated, 
and are of the same appearance as the original 
bacillus-containing cells. 

It has often been suggested that the lipids 
and waxes present in the bacillary body of the 
tubercle bacillus act as a barrier to the action of 
chemical or therapeutic agents, these organisms 
being possessed of a high resistance to chemical 
destruction. In the present studies obsolete 
bacillus-free cellular foci are as rich in lipids 
as foci containing bacilli, and there is no question 
that bacilli are often removed from, or disappear 
from, the lesions in its presence. Thus it is 
not possible to argue from these studies that the 
cellular lipid, presumably derived from the host, 
but possibly also from the bacilli, plays a role 
in experimental therapy. That it does play an 
important part in the histiogenesis of the lesion 
is another matter. 


Fibrosis —Scarring is not a feature of the re 
gressive leprous lesion. Intense scarring occurs 
in the healing of ulcerated lesions, but in the 
more common non-ulcerated lesion it is usually 
absent. In one case there is intercellular fibrosis 
in most of the foci, which is regarded as am 
accentuation of the usual connective tissue 
framework of the lepromatous granulation. In 
two cases there is similar fibrosis about sweat 
glands. A third case is one in which the previous 
biopsy showed a peculiarly large number of 
fibroblasts in the granulomas, which condition 
persists two years later, although most of the 
bacilli are gone. 


Tubercle Formation —One of the questions 
raised in this study was whether regression of 
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the disease might lead to reversion from the 
lepromatous to the milder tuberculoid form of 
the disease, with histologic tubercle formation 
and only rare organisms. Ail the cases in this 
study were examples of mixed and lepromatous 
leprosy clinically. In two of the biopsies epi- 
thelioid cells are observed, and in one of these 
the distribution of foci suggests that the case 
might have possessed tuberculoid features at 
some time in the past. The previous biopsy in 
this case likewise shows epithelioid cells. Thus 
in these cases it is believed the traces of tuber- 
culoid changes must properly be attributed to 
an earlier process. 

In a third case there are giant cell-epithelioid 
cell formations, apparently of recent origin. Some 
are proliferations about disintegrating globi. 
Others are mixtures of epithelioid cells and for- 
eign body type giant cells. However, these are 
small, and are embedded in lepromatous tissue 
of the usual sort. Thus, in none of the cases 
is there any suggestion of conversion to any 
other type of leprosy. 


MODE OF ACTION OF PROMIN 


Daily intravenous injections of promin pro- 
duce high but transitory blood levels. Clinical 
improvement is characterized by: 

(1) Prevention, or healing, of secondary in- 
fection, especially of the upper respiratory tract, 
and of ulcers of the extremities. 

(2) Elimination of the often severe acute re- 
actions which are associated with exacerbation 
of the disease. 

(3) Prevention of formation of new lesions. 


These histologic studies suggest that promin 
effectively rids the blood vessels of bacilli. The 
bacteriostatic action of promin appears ade- 
quate to do this. There is little or no evidence 
that promin succeeds in destroying bacilli in 
the cells of the tissues. Most of the atrophic 
regressive changes seen in the tissues are also 
seen occasionally in cases which regress spon- 
taneously, or in cases which improve spon- 
taneously in the intervals between periods of 
activity. Leprosy has a certain tendency to be 
a self-limited disease, never destructive in 


character. 


The long time required for promin treatment 
to show beneficial action, and the very slow 
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eradication of organisms from the tissues, indi- 
cate that the genuine improvement under pro- 
longed treatment stems from the eradication of 
vascular lesions, eliminating the dissemination 
of organisms by way of the blood stream, and 
preventing the development of new lesions of 
hematogenous origin. But the slow process of 
destruction of bacteria in tissue cells appears 
to occur at much the same rate as in the common 
periods of remission, which are a normal char- 
acteristic of most cases of untreated leprosy. 
Certain unusual features, such as the peristence 
of deep foci, and the ready regression of infiltra- 
tions of sweat glands, suggest that a luxurious 
blood supply favors the regression of focal 
lesions. 

The absence of acute reactions under promin 
treatment strongly suggests that blood stream 
dissemination of bacilli is essential for their pro- 
duction. In the absence of these acute reactions 
the lesions have a natural tendency to regress. 
There are, to be sure, exceptions. There are 
lesions with their bacilli which persist, even 
when other lesions in the same patient vanish. 
The persistence of some cellular reaction well 
beyond the disappearance of organisms in bac- 
terioscopically negative lesions suggests that 


the criterion of presence or absence of demon- 


strable bacilli is not a wholly reliable indicator. 
SUMMARY AND CONCLUSIONS 


Under promin treatment, the improvement 
in leprosy is not accompanied by characteristic 
cellular changes. Those which do occur are pre- 
dominately atrophic in character, with extremely 
slow and gradual lessening of numbers of or- 
ganisms in the lesions to the point of final dis- 
appearance in 10 of 32 cases examined. These 
changes do not differ materially from similar 
changes occurring in spontaneous remission with- 
out treatment of any sort, or during interim 
periods of inactivity or regression between phases 
of acute activity. 

The important findi. z is that promin appears 
to eliminate bacillary infection of the blood ves- 
sels and blood stream, thereby preventing the 
formation of new lesions. The atrophy of focal 
lesions is also more apparent in areas with a 
more generous blood supply. The results indi- 
cate strongly that the best results may be ex- 
pected in those cases in which treatment is 
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begun in a comparatively early stage of the 
disease. 

A more powerful bactericidal agent than 
promin appears necessary for the chemical de- 
struction of bacilli within tissue cells, and es- 
pecially those within globi. 
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DISCUSSION (Abstract) 


Dr. E. V. Cowdry, St. Louis, Mo—tThe public health 
service merits congratulations upon finding a drug which 
helps materially in the treatment of leprosy. 

We have some observations which to some extent 
fortify those of Dr. Fite. Dr. Ranguisiri, a Siamese, and 
I working on rat leprosy employed the same drug and 
found a slight decrease in size of the nodules, no evi- 
dence that we could discover of actual destruction of 
bacilli but an interesting thing, namely: that the rats in 
the long period of the experiment increased in weight 
considerably. I think it was 65 grams, something which 
did not occur with the controls which went downward. 

Obviously, a drug which will greatly improve the con- 
dition of the individual and which is non-toxic and can 
be used over long periods of time is the strategic thing, 
if we cannot get something that promptly will kill off 
the leprosy bacilli. 

This drug will be used more and more. 

I should like to ask Dr. Fite whether in his patients 
there was an increase in weight or at least a failure to 
decline in weight such as I found in our rats. 


> 


Dr. Fite (closing).—The improvement in the general 
health is just as striking as the improvement in the 
leprosy. It is obvious that the promin treatment elim- 
inates a great many of the complicating secondary in- 
fections of the respiratory passages and the extremities. 
Probably any similar prolonged: treatment with any 
antibiotic substance would do the same thing. 

The important thing about this treatment is that it 
has been carried out in a reasonably adequate manner. 
It was begun four years ago by Drs. Faget, Johansen, 
Pogge, and others, and it has been carried on con- 
tinuously and persistently to the point where it is 
possible to see what it will do and what it will not do. 
The one is as important as the other. 

No one believes that the final answer to the problem 
of the treatment of leprosy has been found, but it is 
felt that we are beginning to learn what to expect in 
a general way from an effective therapeutic agent. 
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USUAL AND UNUSUAL FINDINGS IN 
TUBERCULOSIS OF INFANCY* 


By Epwin L. KeEnnic, Jr., M.D. 
Richmond, Virginia 
and 
Janet B. Harpy, M.D. 
Baltimore, Maryland 


The title of this paper is misleading. Actually, 
the purpose is to point out that in our approach 
to tuberculosis in childhood we may not be 
putting emphasis in the right place. 

Althou%h everyone recognizes the fact that 
those infected with tuberculosis during infancy 
bear a grave prognosis, there is a tendency to 
include them in the general category of childhood 
tuberculosis. Such an attitude is erroneous and 
dangerous, for many clinicians do not consider 
tuberculosis in childhood of major importance. 
Indeed, if only mortality statistics of those in- 
fected after the age of three years were con- 
sidered this view might be tenable. As an ex- 
ample of the lack of emphasis on tuberculosis 
in infancy, the state of Virginia maintains no 
sanatorium beds for infants. 

Brailey’s! mortality statistics, based on a 
10-year followup of 744 colored and 404 white 
children less than 15 years of age, show that 
those infected with tuberculosis under the age 
of three years bear a much more serious prognosis 
than those infected later in life. According to 
Holt’s? Baltimore figures, two per cent of the 
deaths under one year of age and from three to 
five per cent of those under six years of age are 
due to tuberculosis. 

Tuberculosis in infancy is extremely im 
portant. The infected infant may be able to 
overcome tuberculous infection if the adult com 
tact can be promptly removed. If, however, the 
contact remains and the baby is subjected to4 
constant opportunity for more infection, there is 
much greater likelihood of a serious, or evel 
fatal, outcome. Brailey? has shown that the 
preponderance of children infected under the age 
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of two years have been exposed to active 
tuberculosis within their own household. 

The fact that present day ideas are compara- 
tively static may be due to the fact that we con- 
tinue to accept old teachings as facts without 
investigating them further. Following are two 
examples of recent studies, one of which con- 
tradicts previously accepted teaching and the 
other which throws more light on a controversial 
subject. 

It has been observed that Dr. John Howland,* 
in his teaching, hardly considered tuberculosis 
as a possible cause of pleurisy with effusion if 
the patient were under three years of age. Pres- 
ent day textbooks and literature consider tuber- 
culous pleurisy with effusion in infancy as a 
rarity. Yet we studied the records of the Harriet 
Lane Tuberculosis Clinic and reported in a 
previous. publication? an incidence of 3.3 per 
cent in those infected with tuberculosis under 
the age of two years (393 children with 13 cases 
of tuberculous pleurisy with effusion). 

In this study, the effusion always occurred 
early in the disease. Mortality in colored pa- 
tients was more than twice that in white chil- 


’ dren, but there was a total of only four deaths. 


As far as could be determined, the occurrence of 
the effusion had no effect on the ultimate prog- 
nosis. There was always an underlying tuber- 
culous lesion present and the prognosis depended 
upon the severity of that process. 

In the other study,® an attempt was made to 
determine whether or not the prognosis of young 
children is related to the degree of hypersensi- 
tivity to tuberculoprotein exhibited by the pa- 
tients. The absence of overwhelming tuberculous 
infection was assumed. 

The authors studied 207 patients, who showed 
a positive tuberculin before their third birthday, 
for a minimum of two and an average of seven 
years, and found that among those reacting to no 
less than 1.0 milligram of tuberculin more than 
one-half lost their hypersensitivity. Further, 
there were no demonstrable parenchymal lesions 
or calcifications on x-ray, no extrapulmonary 
tuberculosis and no deaths. 


At the other extreme, among those reacting 
to 0.01 milligram tuberculin 45 per cent showed 
4 parenchymal lesion and 65 per cent calcifi- 
cation on x-ray. There was extrapulmonary 
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tuberculosis in 27 per cent of the cases and 15 
per cent died. The other results were hardly less 
striking. 

They concluded that the prognosis was good 
in those children under three years who exhibited 
a low degree of sensitivity (not less than 0.1 
milligram of tuberculin) while it was bad in 
those who were highly sensitive (vesiculated re- 
action to 0.1 milligram or positive to 0.01 milli- 
gram tuberculin). 


SUMMARY 


Study of tuberculosis in infancy is most im- 
portant. All individuals showing a positive 
tuberculin test before the age of three years 
probably have active infecti The infection 
has hardly had time in which td become inactive. 
It is to this group that we should direct our 
attention. Two recent studies, one of which con- 
tradicts previously accepted teaching and one 
which throws more light on a controversial sub- 
ject are reviewed. 
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DISCUSSION (Abstract) 


Dr. Stewart H. Welch, Birmingham, Ala—Tubercu- 
losis in infancy and childhood has not been considered 
of major importance by many clinicians, including too 
many specialists who concern themselves largely with 
older children and adults. The trend today is to get the 
cart where it belongs, namely, behind the horse. One 
of the common causes of death in early and late child- 
hood is tuberculosis. Except very rarely, the infant is 
born free from tuberculous infection. We know that the 
infection may occur at’ any time after birth depending, 
upon exposure or upon many times repeated exposures, 
to open cases. 

In the present conception first or primary infections 
always precede secondary or reinfections. 


Our present day knowledge leads us to agree with 
Krause: “The more I see of tuberculosis in infancy and 
the more I confirm diagnosis by the aid of new methods, 
the more tuberculous infants I find who run along with 
comparatively little illness and withstand their infection 
well.” Early diagnosis, care, and prevention not only 
better the prognosis but, more accurately, make the 
prognosis. It is most befitting that every present 
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day pediatrician be a well informed and active prac- 
titioner of the specialty of tuberculosis. 

Infancy and childhood give us the best key to recog- 
nition and control. Today very correctly there may be 
the trend to start with the true beginning; to place 
emphasis on tuberculosis itself; to apply our studies, 
efforts, and follow through from the first infection 
at any age the infection occurs. 

Facts of importance are: 

(1) Primary infections may be single or multiple. 

(a) Most frequently the lodgement is in the lungs. 

(b) It may also be in the gastro-intestinal tract, or 
less frequently, in the tonsils. 

(c) It may enter through the central nervous system, 
the eye, skin abrasions or wounds by accidental infec- 
tions. 

Accidents may occur, for example: very rarely a first 
infection lesion in close proximity to or involving the 
pleura, may permf® a spill of bacilli into the pleural 
cavity giving rise to pleurisy, directly connected with 
the primary infection. 

As parallel, a secondary infection type of tubercle 
may produce a meningitis by a leakage into the men- 
ingeal spaces. 

(2) Primary infections are rarely, if ever fatal. Should 
they occur in adults the severity of infection is not 
increased as was formerly thought. 

(3) Healed primary lesions are not always free from 
danger. However well walled off, calcified, or ossified 
they are, they may harbor living organisms for a short 
or long time, possibly throughout the life of the host. 
Re-absorption, at any time, may liberate live organisms 
to reinfect the host. 

(4) A clearer knowledge of and differentiation of 
primary tuberculosis and secondary tuberculosis is essen- 
tial, in order that we may know the type we are caring 
for. 

(5) Sensitivity to tuberculin is developed in three to 
seven weeks after the infection. Its value and depend- 
ability makes it procedure number one in diagnosis. It 
is valuable both in its positive and negative reaction. 

(6) We need clinics and hospitals for the recognition, 
prevention and care of primary, and early secondary, 
tuberculosis. This offers at least the possibility of some 
relief to the clogging up of our present day anti- 
tuberculosis hospital beds with chronic and late cases. 

(7) A five-star major problem, in Birmingham or the 
State of Alabama, is infant and early childhood active 
tuberculous cases in need of proper hospitalization. 

(8) All lung calcifications are not the results of in- 
fection by tubercle bacilli. I refer you specifically to the 
most instructive and convincing work of Amos Christie, 
Professor of Pediatrics in Vanderbilt University Medical 
College. His discussion before the Jefferson County 
Medical Society, Birmingham, Alabama, will be pub- 
lished in the November issue of the American Journal 
of Public Health under the title, “Pulmonary Calcifica- 
tions in Negative Reactions to Tuberculin.” 


Dr. J. Buren Sidbury, Wilmington, N. C—I have not 
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had occasion to see a tuberculous effusion in an infant 
under two years of age. I have felt that tuberculosis 
in children was a serious disease but not a fatal one 
necessarily. 

When I was resident at Roosevelt Hospital I signed 
more death certificates for tuberculous meningitis than 
for any other one condition except pneumonia. When 
I came South I expected to see many more cases of 
tuberculous meningitis than I have seen because of the 
frequency there. I am pleased to say that I have seen 
very, very few cases. 

The majority of cases of tuberculosis that I have 
seen in children under two years of age have been 
miliary tuberculosis of the lung. Of course the mortality 
in this condition has been 100 per cent. 

I wish to report a case of tuberculosis in a baby under 
one year of age who came to me with a history of a 
swelling of the left ring finger. My first impression 
was that the baby probably had a syphilitic dactylitis 
of the left ring finger. However further study revealed 
a negative Wassermann and a four-plus tuberculin test, 
The baby was 10 months old and clinically was not 
sick. He had no fever and came to me only because of 
the swelling of the finger. An x-ray of this child showed 
consolidation of the right upper lobe and the dactylitis 
of the left ring finger. At that time I gave the parents 
a very poor prognosis. I thought that he had a tuber- 
culous pneumonia which at that time was thought to be 
fatal. I sent the child to Dr. P. P. McCain, at the North 
Carolina Sanatorium, who had treated the mother 
previously and advised her not to marry. His advice 
was disregarded and she became pregnant and produced 
this child. 

One month after we saw the child the mother de- 
veloped pneumonia and died. The contact for the child 
was broken and since then we have followed him 
through childhood and adolescence and he has shown 
no further manifestation. There are no signs in his 
lungs of tuberculosis. We were delighted to be mistaken 
in our prognosis. The boy survived because his mother 
died and the contact was broken. She would not allow 
anyone else to take care of him. 

The location of the contact is the next most im- 
portant thing to diagnosis of tuberculosis in these young 
patients. 


Dr. Kendig (closing) —As Dr. Welch has pointed out, 
all intrathoracic calcifications are not due to tuberculosis. 
A few days ago at this meeting Dr. Carroll Palmer and 
Dr. Furcelow, from the National Institute of Health, re- 
ported their studies on a large group of student nurses 
threughout the United States who showed massive 
intrathoracic calcifications and negative tuberculin tests. 

I had the good fortune to see that study about sx 
or eight months ago, when the first 20 or 30 cases wert 
filtering in, and a definite diagnosis had not been made. 

Dr. Sidbury has put his finger on the crux of the 
whole matter. What we need to do is find the tuber- 
culosis in infancy. After that, the contact must be 
removed or the patient must be removed from the 
contact. ; 
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TREATMENT OF SOME COMMON 
INFECTIONS OF THE BOWEL 
WITH SULFONAMIDE DRUGS* 


By James L. Bortanp, M.D.t 
Jacksonville, Florida 


This presentation is a summary of the ob- 
servations of a medical officer, stationed with 
a general hospital in the Southwest Pacific, 
in the treatment of infectious diseases of the 
intestinal tract with sulfonamide compounds. 
Actual data of cases treated is not at hand. The 
discussion is limited to the use of the sulfo- 
namide compounds. This is not to be considered 
as a recommendation for the abandonment of 
other established therapeutic principles. It is 
to be considered in this paper that due allow- 
ance has been made for the use of these addi- 
tional measures of treatment. 


BACILLARY DYSENTERY 


The problems of treatment confronting those 
responsible for the care of troops in endemic 
areas are: 

(a) The treatment of a large number of 
cases of acute dysentery under circumstances 
which interfere with proper check on toxicity of 
drugs used and prevent control of such factor 
as fluid balance. 


(b) The shortening of the duration of dis- 
ease in the individual case. This is particularly 
important not only to reduce the total number 
of man days lost but also to reduce the con- 
sequent weight loss. Under combat conditions 
gross weight loss is difficult to replace. It was 
evident in the early days of the Pacific cam- 
paign that, despite malaria and all the other 
factors, weight loss was a result primarily of 
dysentery and seemed related to the duration of 
the disease. 

(c) The reduction of the number of carriers. 

(d) The prevention as far as possible of the 
development of chronic dysentery and the re- 
duction of the incidence of complications. 


“Read in Section on Gastroenterology, Southern Medical As- 


sociation, Thirty-Ninth Annual Meeting, Cincinnati, Ohio, No- 
vember 12-15, 1945. 
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(e) The treatment of chronic dysentery and 
complications once these had developed. 

It had been shown before the war that most 
strains of dysentery and paradysentery bacilli 
were susceptible to sulfonamides. The majority 
of clinical reports were based on the use of 
sulfaguanidine, which because of its low ab- 
sorptive factor appeared safest. In utilizing this 
drug as an aid to the solution of the problems 
outlined above, the following general conclusions 
seemed acceptable: 

(a) In acute dysentery its use resul 2d in 
early symptomatic improvement, with lessened 
toxicity, malaise, cramping and reduction of the 
number of stools. It is difficult to assess its 
value in shortening the duration of the majority 
of cases in a given epidemic, since the disease 
in most epidemics is of short duration and self 
limiting in all but a small percentage of cases. 
The concensus of opinion, however, seems to be 
that its use in large doses in the great majority 
does result in shortening the disease, modifies 
the symptoms, and reduces the incidence of 
complications and chronicity. 

(b) However in some cases of acute dysentery 
there was no appreciable effect, no matter how 
large the dose. If effects were not obtained 
within four to five days, further use of the drug 
was futile. 


(c) In many cases although symptomatic 
and clinical improvement was evident, upon 
cessation of the drug the disease promptly re- 
curred. 


(d) In most cases of chronic dysentery it was 
completely ineffectual. 

(e) The majority of asymptomatic “carriers” 
were not cured of their infection. 

Because of these last four observations, sul- 
fadiazine and sulfathiazole were tried in the 
usual recommended dosage of 2- to 4-gram in- 
itial dose followed by 2 grams every four hours 
for periods up to one week. In general the re- 
sults were better in all cases and curative in 
most. However, a certain percentage of acute 
and chronic cases did not respond or relapse at 
the cessation of the drug. The majority of 
“carriers” were not affected. 


It was soon realized that the blood levels 
following ingestion of any type of sulfonamide 
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varied between individuals and in the same in- 
dividual at different times. When a dosage of 
from 16 to 20 grams of sulfaguanidine daily 
was used, the blood level varied from the usual 
level of 3 to 4 mg. per cent to as high as 8 mg. 
per cent. Similarly with the above mentioned 
doses of sulfathiazole or sulfadiazine, there was 
a wide range in the blood levels. In the former 
the level varied from the usual 6 to 8 to as high 
as 10 or 11. With sulfadiazine the level varied 
from the usual of 8 to 10 as low as 7 and as 
high as 16 to 20 mg. per cent. 


In cases comparable as to severity, duration, 
proctologic appearance and similar infecting 
organism, the “failures” occurred when the blood 
level was low, or when the duration of therapy 
was short. It was further observed that the low 
levels were effective in almost all cases of acute 
dysentery, that is, cases treated within the first 
few days after onset, irrespective of the strain of 
organism involved. In cases of longer duration, 
particularly those in which the disease had 
passed (judging by proctoscopic appearance) 
from the stage of diffuse edema and become pre- 
dominantly ulcerative in character, improvement 
was less marked in the low levels. In these 
latter cases, if the sulfonamide blood level was 
below 10 to 12 mg. per cent, symptomatic im- 
provement was noted but very little change in 
the pathology occurred. The actual optimum 
level seemed to be between 14 and 16 mg. per 
cent. Below this level there seemed to be a 
definite loss in effectiveness. Above this level 
there was occasional nausea which would not 
permit the continuance. It was also noted that, 
when improvement was slow, if treatment was 
persisted in until all evidence of pathology dis- 
appeared, the disease did not recur, and stool 
cultures remained negative. Once the effective 
level was attained, cure of even the most chronic 
cases resulted if the level was maintained for 
a period of ten days to two weeks or, rarely, 
three weeks. It was necessary to continue treat- 
ment until there was no pus in the stool, all 
inflammation in the mucosa that could be visual- 
ized through the proctoscope had subsided, local- 
ized patches of spasm in the barium filled bowel 
had disappeared, and the cultures had become 
negative. It was noted that on the high kvels 
mentioned bacteriologic cure resulted in the 
asymptomatic carrier group. 
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There was finally evolved the thesis that the 


‘speed of recovery and final cure of bacillary 


dysentery by sulfonamides requires only that a 
sufficient blood level be maintained for a suf- 
ficient period of time: specifically, a level of 
from 14 to 16 mg. per cent for a minimum of 
one week, commonly 10 days, frequently 2 to 
3 weeks. 

The dosage required to maintain this level 
varies in individuals and from time to time in 
the same individual. In general, on a fixed 
dosage the initial height of the level gradually 
diminished. There was some evidence, however, 
that if an optimum dosage was exceeded, at 
least in some individuals, the blood level steadily 
rose, irrespective of the height of the initial re- 
sponse. The dosage can be controlled properly 
only by determining blood levels as often as 
every other day. In a few cases the patient is 
unable to take comfortably the dosage necessary 
to maintain an effective blood level. Occasion- 
ally changing to another type of sulfonamide 
will secure the desired result. It was felt that 
in this type of infection efficacy of the type of 
sulfonamide depended purely on the ability of 
the individual to absorb it. 

The use of the less absorbable sulfonamides is 
justified (a) in the early stage of the disease, 
when the infection is superficial and the effects 
are caused in large part by absorption of toxin 
from organisms growing in the lumen, and (b) 
when fluid balance cannot be maintained or large 
groups are to be treated. 

In general, in the chronic cases, the less severe 
and the milder the symptoms the longer the level 
must be maintained. On the basis of the re- 
action to sulfonamides the conclusion was 
reached that asymptomatic cases with positive 
stool cultures were not true carriers but had 
chronic infection of the bowel wall with lesions 
not detectable by present methods. 


CHRONIC ULCERATIVE COLITIS 


The second great group of cases which con- 
stituted a problem were the ulcerative colitis 


cases. Most of these were mild and did not 
seem to be adversely affected by the strain of 
war. On the whole there were fewer than was 
expected. Our problem was to prepare them 
for a long trip home under many trying cit 
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cumstances. In the group discussed below there 
were included only those cases which answered 
the following criteria: 


(1) An insidious onset. (2) Involvement of 
the rectum, tending to fade in the higher rectum 
and low sigmoid. In the area affected, there 
was a diffuse involvement of the mucous mem- 
brane with superficial ulcerations. At least part 
of the area involved showed “pinhead” ulcera- 
tion, thrombi and definite fragility of the mucous 
membrane, with pus found in scrapings from 
the wall. (3) Negative examinations for 
amoebae and repeated negative cultures. (4) 
Evidence of deep involvement manifested in 
thickened valves and membrane. (5) Healing 
with scar formation. 

There were no severe acute ulcerative colitis 
cases or cases with advanced destruction of the 
bowel, although in many the inflammation as 
seen through the proctoscope was very marked. 
Almost all cases had been present for many 
months or years. 

After trial and error it became evident that 
in every case the activity of the disease could 
be arrested with disappearance of visible in- 
flammation of the bowel, friability, and cessation 
of pus formation. Again all that was necessary 
was to reach a blood sulfonamide level of 14 to 
16, irrespective of the type of sulfonamide used, 
and to maintain this for from 2 to 4 weeks. 
At the end of this period the bowel wall ap- 
peared normal, except for slightly increased 
vascularity’ and rather widespread superficial 
scarring. I do not know the exact number of 
cases treated, but in no case so treated has this 
failed to occur. ; 

However, all cases began to relapse within 2 
to 3 weeks and were generally quite active again 
by the end of another two weeks. In only two 
were reports obtainable after evacuation to the 
states. In both of these further sulfonamide 
treatment, using the same schedule, with sulfa- 
diazine, resulted in the same sequence of events. 

Since return the writer has had opportunity to 
treat only two such cases. Both had severely 
inflamed rectums and had had continuous symp- 
toms of diarrhea and bleeding for more than 2 
years. Both were in the hospital at the same 
time. In view of the above experience, it was 
felt that perhaps if once the bowel were brought 
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back to normal by the somewhat heroic treat- 
ment mentioned above, one of the less toxic 
drugs might be effective in keeping the disease 
in abeyance with the hope of eventual true re- 
mission. Sulfasuxidine was chosen to obtain 
the latter effect. The two cases were treated 
with sulfadiazine as outlined above, one for 
three weeks and one for slightly more than three. 
In both cases the usual response occurred, and 
except for slightly increased vascularity and evi- 
dence of diffuse superficial scarring the rectums 
returned to normal. Both cases were then given 
4 grams of sulfasuxidine daily. This was suf- 
ficent to maintain a blood level of slightly more 
than 1 mg. per cent. 


A patient has been continued on sulfasuxidine. 


to the present time, 4 months after the cessation 
of sulfadiazine. He has remained free of symp- 
toms and without inflammation of the mucosa 
or evidence of bleeding. The other remained 
normal for a month. At this time because of a 
slight rash, which may not have been due to 
the drug, the sulfasuxidine was discontinued. 


- About 2 weeks later bleeding by rectum was 


noticed, and by the end of the month the rectum 
was again badly inflamed and the mucosa ex- 
tremely friable. A second course of sulfadiazine 
has again brought the rectum to a normal 
appearance. 


SALMONELLA INFECTIONS 


A few cases of enteric fever, including both 
paratyphoid A, paratyphoid C and two cases of 
an unidentified metastasizing bacillus belonging 
to the salmonella group, as well as a few of the 
common food infections, were treated with 
sulfonamides with these levels without any 
appreciable effect. 


TOXICITY ON HIGH DOSAGE 


These high sulfonamide levels have been 
maintained for 3 weeks in over 50 cases. To 
date there has been no toxic reaction of any 
kind, with the exception that in one or two 
cases when the blood level reached 20 per cent 
there was some nausea and vomiting. There 
have been no blood changes and no gross or 
microscopic blood in the urine. Except for the 
one case mentioned on sulfasuxidine there have 
been no skin eruptions. The writer realizes that 
this lack of toxicity has been purely chance. 
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The experience quoted, however, suggests that 
there may be no increased risk at these high 
levels. 


Great care has been taken to keep the urine 
alkaline and a urinary output of 2,000 c. c. or 
over has been insisted upon. This requires daily 
checking. No difficulty in maintaining this out- 
put was encountered even while on the equator. 


DISCUSSION (Abstract) 


Dr. Gordon McHardy, New Orleans, La.—Until this 
recently climaxed global strife, it was a task to control 
diarrhea sufficiently to keep an army in the field when 
tropical and semi-tropical countries were invaded. Now 
the essayist confirms the reports of the many other 
military contributors including Adams, Hoagland and 
Page (with their respective associates) that the sulfo- 
namides have successfully curbed the morbidity and 
mortality of the dysenteric infections and limited the 
epidemics to relatively small groups, minimizing the 
“carrier” incidence despite invasion of the most fav- 
orable dysenteric climates. 

It is unfortunate that Dr. Borland could not sta- 
tistically emphasize his presentation. Adams and 
Atwood, in a study of 251 cases of bacillary dysentery 
occurring in one army camp, found 78.9 per cent of 
the Shigella organisms (70.9 per cent Shigella para- 
dysentery, 8 per cent Shigella newcastle) were sul- 
fonamide sensitive. Hoagland reported 100 per cent 
sulfonamide effectiveness in 85 Shigella paradysentery 
carriers. Page, equally enthusiastic, reported 208 cases 
successfully managed with sulfonamides. 


I concur with the essayist that sulfaguanidine and 
succinylsulfathiazole are not preferable to sulfathiazole 
or sulfadiazine. An approximate evaluation of thera- 
peutic efficiency is that of Eisenoff and Goldstein who 
rate sulfadiazine 80 per cent, succinylsulfathiazole 63 
per cent and sulfaguanidine 37 per cent effective. 


More recently a trial of such newer preparations as 
sulfathaladine, sulfamerazine, succinylsulfapyrazine, mal- 
ylsulfathiazole, phthalylsulfadiazine, phthalylsulfamerazine 
and phthalylsulfathiazole in enteric disease does not 
prove them more efficacious. 


The essayist properly advocates control by blood level. 
I am inclined to feel that when such laboratory aid is 
not available it is best to err in overdosage, provided 
adequate fluid balance and alkalinization are possible. 


I add the personal conclusion that concomitant ad- 
ministration of nicotinic acid and pyridoxine prevents 
dermal, hematological and febrile reactions to the 
sulfonamides. 


Occasion may indicate more prolonged therapy than 
Dr. Borland advocates. 
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It is satisfying to note poor tolerance for the term 
dysentery “carriers,” for we feel about this as Faust 
does of amebic “carriers.” 

Most of us will agree with Dr. Borland that Sal- 
monella infections are unresponsive. Shigella connei and 
Shigella alkalescensis are also often refractory to sulfo- 
namides. 

I do not agree with the essayist on ulcerative colitis, 
I cannot consistently produce even transient remissions 
so simply in idiopathic thrombo-ulcerative colitis. 

The essayist made no mention of lymphogranuloma 
venereum. Perhaps he had no Negro troops to deal 
with. In our gastro-enterology clinic at Tulane, Negroes 
predominate, and this disease is relatively common. The 
sulfonamides have a distinct valie in the control and 
arrest of this form of rectocolonic disease when given 
over a long period of time. 

Also deserving of mention is the improved mor- 
tality in colon resection when the patient is adequately 
prepared with a regime including at least seven pre- 
operative days on sulfonamides. Rare, but worthy of 
mention, is the contention that the operative correct- 
tion of traumatic rupture of the colon carries a lower 
mortality when intraperitoneal sulfonamides are used, 
Perhaps Dr. Borland does not intrude upon his surgical 
associates with suggestions as I insist upon doing. 


Dr. John Tilden Howard, Baltimore, Md.—All of us 
have seen occasional patients with ulcerative colitis in 
whom one or another of the sulfonamides has seemed 
to be miraculous in its therapeutic efficacy. However, 
more often than not these drugs have failed us in the 
past when used in cases of ulcerative colitis, and we have 
prescribed them with hope but without promises of 
real help to the patients. 


Quite naturally, questions arise concerning the reasons 
why these drugs, which are occasionally most useful in 
the treatment of ulcerative colitis, fail to do their stuff 
for us more regularly, and, when they do perform, 
concerning their modus operandi. 

Until relatively recently, I have thought that the 
too frequent failures of sulfonamides in the therapy of 
ulcerative colitis have resulted from multiple etiologies 
for the clinical picture which we call by that name. 
Following Dr. Paulson, I have frequently drawn a com- 
parison between bronchial asthma and ulcerative colitis. 
In the former there is spasm of the bronchial tree, but 
the cause of that spasm may be an inhalant, a sinus 
infection, a food, pulmonic disease, a psychic state, and 
so forth. In the syndrome of ulcerative colitis, I have 
thought that a certain small but real group of cases 
seemed to be the result of infection with dysentery 
bacilli; another small group seemed to result from the 
virus of lymphogranuloma venereum; a third group 
showed striking psychosomatic factors; but the etiology 
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of the majority of the cases was, for me, a Pe; 
Borland’s report of a high percentage of therapeutic 
success With a singie agent, does suggest a common 
etiology and if Dr. Borland’s observations are widely 
confirmed, our usual failure to help patients with 
ulcerative colitis by the use of sulfonamides has been 
because we have not given enough absorbable drug. 

Recently I have tried Dr. Borland’s plan of therapy 
in the treatment of three patients. Beside sulfadiazine, 
they were given “‘sulfasuxidine,” the usual diet, vitamins, 
and opium. They were strikingly improved and one was 
remarkably benefited. In none of these three patients 
could the level of sulfonamide in the blood be main- 
tained at 12 to 15 milligrams per cent with sulfadiazine; 
in the last patient a level of around 15 was held with 
sulfamerazine, and he was the one who obtained the 
best result. I shall prescribe that more often in the 
future because it is excreted more slowly than is 
sulfadiazine. Here I may say that opium was given 
only during the period of hospitalization. 

How do the sulfonamides work? I have done a little 
medical romancing since I talked to Dr. Borland, and 
I have wondered more and more about the possible 
role of obligate intracellular disease agents in ulcerative 
colitis since I heard Dr. Pinkerton’s stimulating address 
before a general session of this Association last year. He 
had been able to affect the rickettsiae of typhus ad- 
versely and favorably with chemotherapy and Yeomans 
and others have reported favorably on the use of para- 
amino benzoic acid in human typhus. Chemotherapy 
has been proved to be effective in lymphogranuloma 
venereum, trachoma, and recently in experimental 
psittacosis. In short, the larger intracellular agents are 
inhibited by sulfonamides which we now have; the 
smaller ones are not so affected. 


Dr. Borland’s observation that a high percentage of 
patients with ulcerative colitis are improved when large 
amounts of absorbable sulfonamides are given, bolsters 
my notion that the larger viruses may be the cause of 
the large X-group of the ulcerative colites and that 
the drug works by inhibiting an enzyme system or by 
interfering with the parasitic respiration; whichever 
theory of sulfonamide action one prefers. 

Certainly Dr. Borland’s plan of therapy deserves the 
trial which we shall give it. Let us control the levels of 
sulfonamide in the blood by frequent estimations of its 
concentration there, lest we do harm to the patient and 
an injustice to the plan of therapy. 


Dr. Borland (closing) —I have simply related observa- 
tions made while using the sulfonamide drugs in the 
treatment of infectious diseases of the bowel. I also 
consider that my experience after this may differ and 
my opinion change with continued use of the drug. 
Two points should be reemphasized in the ulcerative 
colitis cases: first, that I have not tried this method 
with advanced or severe, acute cases; second, that 
unless the sulfonamide level is 12 or above no real 
effect can be expected. 
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TREATMENT OF PERIPHERAL NERVE 
INJURIES* 


By Artuur M. Pruce, M.D.* 
Atlanta, Georgia 


It is reported that seventy per cent of the 
573,000 army casualties represent wounds of 
the extremities, and of this group that approxi- 
mately ten per cent are nerve injuries. Thus, 
the diagnosis, treatment, and aftercare of per- 
ipheral nerve injuries constitute a real problem 
to the Army. 


The goal of all treatment in peripheral nerve 
injury is the restoration of useful function. In 
order to achieve this result, the coordinated 
efforts of the neurosurgeon, the orthopedist, and 
the physical therapist are essential, because the 
nerve injury is seldom an isolated lesion, but is 
usually complicated by compound fractures, 
severed tendons, ligated arteries, and paralyzed 
muscles. 

The establishment of neurosurgical centers by 
the Surgeon General has made this coordination 
possible. 

The neurosurgeon, after making a clinical 
diagnosis, performs the indicated surgery, which 
may be either neurorrhaphy or neurolysis. The 
orthopedist evaluates the musculo-skeletal prob- 
lem and performs the necessary reconstructive 
surgery, including tendon transplants in cases of 
irreparable nerve loss. The physical therapist 
determines the functional end results of their 
procedures, by intensive and protracted physical 
treatment, beginning as early as possible after 
injury, and continuing until maximal hospital 
recovery has been attained. 

Proper diagnosis is the first step in successful 
treatment. An initial muscle test is routinely 
performed shortly after admission of the patient. 
This analysis of voluntary muscle strength or 
paralysis is supplemented by a galvanic faradic 
examination, aiding in the differentiation be- 
tween hysterical paralysis and true nerve lesion. 


Two new diagnostic procedures in peripheral 


*Read in Section on Physical Medicine, Southern Medical 
Association, Thirty-Ninth Annual Meeting, Cincinnati, Ohio, 
November 12-15, 1945. 


tMajor, Medical Corps, AUS, Physical Therapy Section, Lawson 
General Hospital, Atlanta, Georgia. 
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nerve injuries have been recently introduced; 
the neurodermometer (Richter), and a device for 
the determination of galvanic tetanus (Pollock). 
The former is an objective method for deter- 
mining the area of anesthesia, independent of the 
patient’s cooperation. Use of the latter reveals 
evidence of muscle re-innervation much earlier 
than standard methods. Both of these technics 
are as yet in the formative stage. 

Treatment by the physical therapist consists 
of two phases, preoperative and postoperative. 
Preoperatively cases are referred to physical 
therapy for mobilization of stiffened joints in 
preparation for nerve repair and tendon trans- 
plant, for loosening of adherent scars interfering 
with joint and muscle function, and for im- 
provement of circulation in edematous, thick- 
ened, and infected skin. 

One of the most efficient methods in prep- 
aration for mobilization of stiffened joints is the 
use of the paraffin bath. Such treatment in- 
creases local circulation, relaxes muscles in 
spasm, and has a marked sedative effect. It is 
used as a preliminary to loosening of stiffened 
joints due to periarticular fibrosis. This pro- 
cedure consists of immersing and withdrawing 


the stiffened joints from the paraffin bath (115°- 
120°) at least five times, allowing sufficient time 
between immersions for the warm paraffin to 


solidify. The paraffin is then removed with 
mobilizing massage, and each joint is carried 
through the maximal range of motion. This is 
followed by active exercise. 


In preparation for surgery, patients are often 
referred for treatment of infected skin. A se- 
quence of whirlpool baths followed by ultra- 
violet radiation has proved to be an effective 
measure in improving circulation, clearing up 
infection, and reducing the incidence of post- 
operative complication. 


The involved extremity, supported and pro- 
tected by a wire ladder splint in case of frac- 
ture, is immersed for fifteen to twenty minutes 
at temperatures varying between 98° and 105° 
F. This is followed by ultra-violet radiation in 
graduated erythemal doses. 
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Postoperatively the measures that combat 
joint stiffness in accessible joints are con- 
tinued. To accomplish nerve suture where large 
gaps must be bridged, extreme flexion of elbow 
or knee joint is necessary. The extremity is 
fixed in plaster for a period of about four weeks 
postoperatively, following which the cast is 
bivalved and the gradual extension of the joint 
begun. The time required to secure maximum 
joint extension depends upon the extent of nerve 
shortening. Great caution must be exercised in 
this phase of treatment to avoid the danger of 
too rapid joint extension, since the fine capil- 
laries at the suture line may rupture, resulting 
in local tissue necrosis. 

During the postoperative paralysis phase the 
maintenance of supple joints with maximal range 
of motion is considered the most important func- 
tion of the physical therapy section. During this 
protracted period the patients are grouped ac- 
cording to the nerves involved, and routines of 
self-administered passive movements are carried 
out under supervision. 


With the first sign of voluntary muscle con- 
traction, graduated active exercise and re-educa- 
tion for function are added. 

It is commonly accepted that following nerve 
repair peripheral growth of the nerve takes 
place at the rate of approximately one-half inch 
a month. At the anticipated time of re-innerva- 
tion it is felt that galvanic stimulation as a sup- 
plement to re-education is of value. 


Neurosurgeons in the theater of operations 
have reported that therapeutic electrical stimula- 
tion of the paralyzed muscles involved in per- 
ipheral nerve injuries, is of definite value in re- 
tarding the otherwise inevitable muscle atrophy. 
Unfortunately, relatively few of the total num- 
ber of nerve injuries have received such im- 
mediate treatment. The great majority are re- 
turned’ to neurosurgical centers in the continental 
United States, two to four months after injury, 
having received no previous physical treatment. 
The physical therapist who examines and treats 
these patients finds that atrophy, which is most 
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rapid in the early stages of paralysis, is then 
well established. 

Adequate treatment of peripheral nerve in- 
juries, it is now recognized, consists in the 
alternate use of correct splintage and physical 
therapy. Prior to World War II, emphasis was 
placed upon continuous immobilization of the 
paralyzed part. During immobilization the af- 
fected part was cautiously removed from the 
splint once or twice daily and physical therapy 
carefully administered. Such continued splintage 
frequently served to further the development of 
the pathology of disuse. Joint: stiffness due to 
soit tissue fibrosis, atrophy of normal muscles, 
and freezing on the part in the splinted pattern 
were often the unforeseen end-results. 

During this war there has come about a 
radical change in the approach to splintage and 
movement of the part. The following measures 
to prevent the complications mentioned are be- 
gun in the cast: 


(1) Adequate molding and trimming of the 
plaster cast to permit maximal mobility of the 
hand and foot. 

(2) Routine physical therapy as soon as the 
plaster cast is bivalved, and the drilling of the 
patient in self-care for the paralyzed part 
through self-administered active and passive 
exercises. 

(3) Splintage permitting function of the part 
yet giving adequate support to the paralyzed 
muscles, when the cast is discarded. 

Currently the concept of splintage has 
changed from rigid fixation in a neutral posi- 
tion, to intermittent mobilizing support. It is 
felt that the possible trauma of transitory 
stretching of paralyzed muscles, is insignificant 
when weighed against the benefit to be derived 
from the maintenance of full joint motion 
through the prevention of muscle contracture. 

At Lawson General Hospital it has been ob- 
served that proper precautionary measures em- 
ployed in the application of plaster and the use 
of splints, and the cooperation of the patient in 
maintaining maximal range of motion, con- 
tribute to the early restoration of useful func- 
tion to the part. 
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THE MANAGEMENT OF PLACENTA 
PREVIA* 


By Luis Gutierrez M.D., 
Bogota, Colombia 
and 


NIcHOLSON J. EAstMAN, M.D. 
Baltimore, Maryland 


During the past fifteen years the treatment 
of placenta previa has swung decidedly from 
vaginal methods to cesarean section; and the 
wisdom of the change would seem to be sub- 
stantiated by numerous reports showing that the 
maternal mortality of this complication has been 
reduced to but 1 or 2 per cent when abdominal 
delivery is liberally employed. Although there is 
yet some divergency of opinion on this question, 
there has heretofore been universal agreement 
that placenta previa demands prompt delivery 
and that temporizing for any purpose is rarely 
if ever indicated. Recently two articles have 
appeared which, contrary to past teaching, en- 
dorse a waiting policy in this complication. 
Coming from authors of seasoned judgment, 
these articles show that there is still room for 
debate concerning the best treatment of placenta 
previa. 

It is the purpose of this paper to review the 
results obtained in 304 cases of placenta previa 
seen at the Johns Hopkins Hospital over the past 
half century in the hope of eliciting some 
conclusions about the advantages and dangers of 
the various methods which have been recom- 
mended for the management of this condition. 
Over such a span of years the procedures have 
naturally varied widely and therefore the entire 
time interval has been divided into periods ac- 
cording to the dominating policies pursued. As 
shown in Table 1, vaginal delivery without blood 
transfusion was the usual treatment between 
1896 and 1919 (period I). Vaginal delivery, for 
the most part, with a moderate number of blood 
transfusions was employed in period II (Table 
2), while during the recent period cesarean sec- 


*Read in Section on Obstetrics, Southern Medical Association, 
Thirty-Ninth Annual Meeting, Cincinnati, Ohio, November 12-15, 
1945. 


*From TR Department of Obstetrics, The Johns Hopkins 
University and Hospital. 
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tion supplemented by the liberal use of trans- 
fusion was employed in the majority of cases. 

The statistics shown in Table 4 with maternal 
mortality rates of 13.8, 7.8 and 0.9 for the three 
periods, respectively, are convincing evidence of 
the life-saving value of cesarean section in pla- 
centa previa, particularly when it is observed 
that the only death in period III was due to 
rupture of the uterus consequent upon a Brax- 
ton Hicks version. The corresponding rates for 
infant mortality, namely, 78.5, 66.4 and 46.8 
per cent, respectively, are also noteworthy. It is 
sometimes said that a “few babies” can be saved 
by the more liberal employment of abdominal 
delivery in placenta previa. In the present series 
the reduction in infant mortality in period ITI, 
when compared with period I, was 40 per cent. 
To be more concrete, had the infant mortality 


METHODS EMPLOYED IN TREATMENT OF PLACENTA 
PREVIA IN PERIOD I, 1896-1919 
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rate of period I still existed in period III, eighty- 
seven babies would have been lost in the latter 
period instead of the actual number of fifty- 
two, a salvage of thirty-five infants. As might 
be expected, this reduction was entirely in the 
stillbirth rate which was cut almost in half. It 
is true, of course, that the statistical outlook for . 
the infant in placenta previa is inevitably poor 
because of the high incidence of premature 
delivery; thus, in the present series 54.9 per cent 
of the babies.were technically premature, weigh- 
ing under 2,500 grams (534 pounds); 35.1 per 
cent weighed less than 2,000 grams (4% 
pounds) and 17.9 per cent less than 1,500 grams 
(3 pounds 5 ounces). Accordingly, cesarean 
section for the sake of the baby can never be 
advanced as a valid argument for the general 


METHODS EMPLOYED IN TREATMENT OF PLACENTA 
PREVIA IN PERIOD III, 1935-1944 


Method 


Method Cases Per Cent 


3.1 
30.8 
29.2 
3.1 
26.1 


Bag; version and extraction 
Manual dilatation; version and extraction... 


Artificial rupture of membranes ._.._. 


No treatment (head on perineum)... jest 4.6 


65 100.0 


Two patients (3.1 per cent) were given a total of 3 blood 
transfusions (1,150 c. c.) 


Table 1 


METHODS EMPLOYED IN TREATMENT OF PLACENTA 
PREVIA IN PERIOD II, 1920-1934 


Method Cases Per Cent 


Cesarean section 7.0 
61.7 
11.7 
12.5 
No treatment (head on perineum)... 6.3 


Bag; version and extraction —..... 79 
Artificial rupture of membranes 


100.0 


Nineteen patients (14.8 per cent) were given a total of 28 
blood transfusions (13,300 c. c.) 


Table 2 


Bag; version and extraction 
Braxton Hicks version 


Artificial rupture of membranes 
Willett forceps 


No treatment (head on perineum). 


111 100.0 


Fifty-one patients (45.9 per cent) were given a total of 95 
blood transfusions (46,000 c. c.) 


Table 3 


MATERNAL, STILLBIRTH AND NEONATAL MORTALITY 
RATES DURING THE THREE PERIODS STUDIED 


Period I Period II Period Ill 
1896-1919 1920-1934 1935-10 4 
Per Per Per 

No. Cent No. Cent No. Cent 


Treatment 
Total cases 
Cesarean sections .... 2 3.1 7.0 
Patiepts transfused. 2 3.1 14.8 
Results 
Maternal deaths 
Stillbirths 
Neonatal deaths -.. 10 
Total infant loss.51 


13.8 7.8 0.9 
63.1 47.7 23.4 
15.4 18.7 23.4 
78.5 66.4 46.8 


*Death due to rupture of uterus following Braxton Hicks version, 
Table 4 
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use of abdominal delivery in this complication. 
Nevertheless, it promises an appreciably better 
outlook even for the premature infant and a 
decidedly better prognosis for the mature child. 

It may be noted in Table 4 that the sharp 
increase in abdominal delivery during period III 
is paralleled by an almost comparable increase 
in the use of blood transfusions. The more des- 
perate cases in this period have been followed 
personally by one of the authors and, as the 
result of his observations, refreshed by reading 
the histories, he is convinced that several of 
these exsanguinated women would have died 
(despite cesarean section) had it not been for 
prompt and copious transfusions of blood. In- 
deed, in our opinion, blood transfusion shares 
equally with cesarean section the credit for the 
low mortality rate during period ITI. 


Table 5 shows that our experience has been 
similar to that of others in that central and 
partial placenta previa shows, when treated vag- 
inally, a very high maternal mortality, whereas 
marginal placenta previa, however handled, is 
attended by a much lower death rate. Table 6 
cites the maternal mortality rates according to 
method and again brings out the low death rate 
achieved with abdominal delivery. Since, how- 
ever, as emphasized above, the cesarean section 
era has also been the era of blood transfusion, 
these statistics lose much of their validity. The 
real rationale for the employment of cesarean 
section in all cases of central and partial pla- 


MATERNAL MORTALITY RATES ACCORDING TO TYPE 
OF PLACENTA PREVIA 
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centa previa, as well as in all previas in prim- 
igravidae, must be sought in another group of 
observations. 

It will be seen in Table 7 that thirteen of our 
twenty maternal deaths were due to exsanguina- 
tion and that in eight of these, postpartum blood 
loss played a decisive role. Table 8 shows that 
in the eleven autopsies performed, six revealed 
either actual rupture of the lower uterine seg- 
ment or extensive cervical lacerations. Four of 
these six were in the group of patients who had 
died with the clinical diagnosis of postpartum 
hemorrhage. Had the other four women who suc- 
cumbed to a terminal postpartum hemorrhage 
been autopsied, it seems likely that similar lacer- 
ations would have been discovered. This state- 
ment finds support in the fact that two of the 
three uterine ruptures were not recognized until 
autopsy was performed; moreover, in one of 
the cervical lacerations the highest suture was 
found at autopsy to be a full inch below the 
apex of the tear. 


The extreme friability and vulnerability of the 
cervix and lower uterine segment in placenta 


MATERNAL MORTALITY ACCORDING TO MAIN METHODS 
OF TREATMENT 


Method Cases Died Per Cent 
Bag; version and extraction... 107 8 7.5 
Artificial rupture of membranes... 45 1 2.2 
Braxton Hicks version —-............. 30 3 10.0 
Manual dilatation; version and extrac- 

i 2 10.5 
Cesarean section 75 1.3 


Type Cases Deaths _— Per Cent 
Period I—1896-1919 
Partial _ 21 5 23.8 
Marginal _ 1 3.2 
Period II—1920-1934 
37 13.5 
See 0 0.0 
Period III—1935-1944 
37 1 2.7 
30 0 0.0 
44 0 0.0 


*Performed in 1919. 
Table 6 


CAUSES OF THE 20 MATERNAL DEATHS BASED ON 
CLINICAL OBSERVATION 


No. Per Cent 


Exsanguination 13 65 
Antepartum hemorrhage... 5 
Postpartum hemorrhage 4 


Ante and postpartum 
hemorrhage 


Puerperal infection 5 
Co-incidental conditions 2 


Table 7 
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previa are attested by all series of cases re- 
ported in which any substantial number of 
autopsies has been performed. Thus, in 1921, 
Hitschmann! reported 236 placenta previa deaths 
due to exsanguination. In 80, or 33 per cent of 
these cases, the cause of the bleeding was either 
rupture of the uterus or cervical lacerations. Not 
only is the cervix more friable in placenta 
previa, but it is also more vascular with the 
result that even small tears may cause profuse 
hemorrhage. Both the friability and the vas- 
cularity of the cervix and lower uterine segment 
increase with the completeness of the placenta 
previa. In the face of such circumstances 
the employment of the bag followed by version 
and extraction, or the use of Braxton Hicks 
version will inevitably be attended by lacerations 
in a certain proportion of cases, particularly in 
the central and partial types. Herein, of course, 
lies the basic rationale for the employment of 

cesarean section in placenta previa; and we feel 
' (in so far as it is possible to generalize), that 
abdominal delivery should be employed in all 
cases of this complication with the exception 
of marginal types in multiparae with vertex 
presentations. In the latter group of cases gentle 
rupture of the bag of waters, supplemented if 
necessary by the Willett forceps, will usually 
meet the situation. Our experience as well as 
that of others would seem to make it plain that 
neither the bag nor Braxton Hicks version has 
any place in the modern management of placenta 
previa. 


Table 9 shows that eighty-nine of our 304 
cases, or 29.3 per cent, gave a history of one or 
more bleeding episodes at some time prior to 
the hemorrhage which finally prompted admis- 
sion to the hospital for treatment. The average 
age of the pregnancy at the time of the first 
bleeding, in this group, was 27 weeks. Of these 


CAUSES OF 11 OF THE 20 MATERNAL DEATHS AS 
DEMONSTRATED AT AUTOPSY 


Rupture of uterus 
Cervical lacerations—over 4 cm 


Puerperal infection 
Extreme anemia ( 


delivered case) 
Co-incidental condition 
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eighty-nine cases, eighteen or about one-fifth, 
gave a history of two or more previous bleeding 
episodes. It will be noted in the table that in 
many instances several weeks elapsed between 
the initial bleeding and the final hemorrhage. 
These observations raise the question of how 
best to manage a case, at thirty weeks or so, in 
which a single moderate hemorrhage occurs, 


- stops completely and vaginal examination shows 


placenta previa. Shall we effect delivery 
promptly, as generally taught, or attempt to 
carry the patient to a time when the baby has 
a better outlook? 

In an important paper by Herman W. John- 
son,” it is contended that it is safe for mother 
and baby to temporize provided the mother’s 
blood picture is followed carefully. He even 
goes so far as to say that if, for economic reasons 
hospitalization is “impractical, the patient should 
be returned to the hospital for careful blood 
study after each bleeding spell of any conse- 
quence.” In support of his belief, he adduces 
evidence to show that the initial hemorrhage is 
rarely, if ever, fatal and that these pregnancies 
must be prolonged if we are to reduce the 
present high fetal mortality. 


In the present analysis of 304 cases of pla- 
centa previa at the Johns Hopkins Hospital, a 
particular effort was made to investigate the 
validity of the above contentions with the fol- 
lowing result: in no single instance was an 


TIME INTERVALS BETWEEN INITIAL BLEEDING AND 
FINAL BLEEDING IN 89 CASES IN WHICH PREVIOUS 
HEMORRHAGE WAS REPORTED. THE PERCENTAGES 
ARE CALCULATED ON THE BASIS OF THE 304 TOTAL 


CASES 
Time Interval Cases Per Cent of Total 
1 Week 12 3.9 
2 Weeks 17 5.6 
4 Weeks 15 49 
6 Weeks 7 23 
8 3.0 
10 Weeks 2 0.7 
10-+ Weeks 14 46 
Unknown 2 0.7 
Total 89 29.3 
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initial hemorrhage fatal except after extensive 
vaginal manipulation; in no single instance was 
a subsequent hemorrhage fatal except after 
vaginal manipulation; only one patient died 
undelivered (in 1920), a woman who refused 
medical attention, had four hemorrhages a week 
or so apart and fainted following the last; even 
in this neglected, exsanguinated woman, who 
received no transfusion, death did not occur 
until intracervical manipulation precipitated fur- 
ther bleeding and shock. 

The recommendations of Johnson will do much 
good provided they do not result in callousness 
to hemorrhage. Certainly, they should dispel 
forever the old notion that a patient with pla- 
centa previa who bleeds substantially at home 
should be packed vaginally before being trans- 
ported to a hospital. This procedure is of no 
value save to conceal bleeding. The observa- 
tions of Johnson now show that it is unnecessary. 
His findings also demonstrate that in every case 
of placenta previa there is ample time to pro- 
vide for blood transfusion and to make careful 
preparation for whatever type of treatment may 
seem best. 


But to return to the above question, how shall 
we manage a case of pregnancy at thirty weeks 
or so, in which a single, moderate hemorrhage 
occurs, stops completély and vaginal examina- 
tion shows placenta previa? Shall we effect de- 
livery promptly, as generally taught, or attempt 
to carry the patient to a time when the baby 
has a better outlook? Provided the patient is 
in the hands of an obstetrician of seasoned judg- 
ment (and no case of placenta previa should 
be in other hands), provided she is in a modern 
hospital with an alert staff and a good blood 
bank, and provided the patient’s blood loss and 
hemoglobin are vigilantly followed, it is apparent 
that much greater latitude is permissible in 
carrying these patients to the period of viability 
than has heretofore been realized. 

In this brief communication it is impossible 
to discuss with any degree of completeness all 
aspects of the management of placenta previa. 
There are two additional phases of the subject, 
however, which call for at least brief mention. 
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The first of these is the diagnosis of placenta 
previa by means of x-ray placentography. Be- 
cause of film shortage during the war years the 
number of patients upon whom this method was 
used has been limited, but on the basis of some 
five years’ utilization of this procedure, we are 
convinced that it is of great value. It has been 
possible to visualize the placenta clearly in over 
80 per cent of the cases in which it was em- 
ployed. This made it possible to rule out the 
diagnosis of placenta previa in a large number 
of cases in which the x-ray showed a normally 
implanted placenta. As is true in other types of 
roentgen work, some experience and judgment 
are necessary in reading these films and the 
percentage of cases in which the placenta is 
actually visualized will increase with the back- 
ground and skill of the physician reading them. 
Moreover, it must be understood that x-ray 
placentography serves only to rule out placenta 
previa and not to establish a definite diagnosis. 
If the x-ray film shows a low lying placenta, the 
bony structures will inevitably obliterate its 
lower limits and it will become necessary to 
establish the precise diagnosis as of old, by 
means of manual examination. 

This leads us to a consideration of the pro- 
cedures entailed in examining cases of placenta 
previa. These patients should never be sub- 
mitted either to vaginal or rectal examinations 
at home, in the admitting room or in fact any- 
where except in the delivery room with full 
facilities immediately at hand for any type of 
delivery that may be indicated. This so-called 
“double set-up” makes it possible to cope safely 
with a case in which vaginal examination pre- 
cipitates a sudden and massive bleeding. In 
keeping with policies already stated in this 
paper, it seems to us that the main injunction in 
the management of placenta previa is to save 
blood at every step and while hemorrhages pre- 
cipitated by vaginal examination may not be 
fatal, they may so reduce the patient’s strength 
and resistance to infection as to jeopardize her 
subsequent welfare. It is for this reason that we 
believe that the “double set-up” with team and 
instruments all ready for cesarean section on the 
one hand, or rupture of the membranes, or Wil- 
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lett forceps, should be an integral part of the 
examination of these patients. 
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DISCUSSION (Abstract) 


Dr. William T. Kennedy, New York, N. Y.—With 
placenta previa we are dealing with an injured or 
devitalized area in the cervix, and the lower uterine 
segment. We ought to keep it entirely in our minds 
that that is what we have to handle. Can we honestly 
put in a bag? Can we do much manipulation there 
without expecting to get a lot of damage to that 
cervical tissue? 

If we do it, it is just as easy for the cervix to 
rupture laterally and split the uterine artery, as it is 
to rupture posteriorly and probably escape some of the 
hemorrhage, but can we decide where rupture is going 
to take place? 

That, I think, is the crucial point. 

Another important thing is: How long should we wait 
before we do a cesarean? We cannot tell when a woman 
is going to bleed and so, if the patient has already had 
some bleeding, we should not take too much chance. I 
think it is much better to sacrifice the baby than it is 
to take a chance on the mother. 


Another word Dr. Eastman uses is vigilance. One 
should be constantly on the job. 


Dr. J. Hofbauer, Cincinnati, Ohio—In 1912, Kroenig 
advocated cesarean section for the treatment of cases 
of placenta previa centralis and of placenta previa in 
primparae, basing his arguments on the friability and 
high vascularity of the cervical structures. Severe 
criticism of this radical procedure ensued; yet it was 
later accepted as the method of choice in the afore- 
mentioned cases. 


The principles governing the treatment of placenta 
previa may be epitomized in this way: restore the 
blood lost, respect the cervix, avoid infection! For 
placenta previa lateralis and low implantation of the 
placenta and placenta marginalis, rupturing the mem- 
branes and thus allowing the presenting head to descend 
and the lower uterine segment to retract represents a 
fully adequate procedure. One-half of a minim of 
pituitary extract forces the head down and stops the 
bleeding. In my hands, this method has given ex- 
cellent results. Should a breech presentation complicate 
the placenta previa varieties under discussion and the 
fetus no longer be alive, craniotomy on the after 
coming head substantially diminishes its circumference 
and in this way may serve to avoid undue cervical 
damage. 


Dr. W. E. Hoffman, Charleston, W. Va—Those of 
you who recall the Southern Medical Association meet- 
ing in Baltimore about nine or ten years ago will re- 
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member that we heard a symposium on obstetrics given 
mostly by Johns Hopkins men. At that time Dr. Gune- 
maker read a paper on placenta previa and the use of 
a bag. Today I am glad to see that Johns Hopkins 
has progressed in cesarean section. 7 

I think the treatment of these cases depends upon 
the man who is delivering them. Some of us are more 
proficient at using a bag, and some of us are more pro- 
ficient at cesarean section. 

We know that these patients will not die, as a rule, 
from the initial hemorrhage. Rutgers pointed that out. 
We can in that time get an x-ray to see whether this 
is a marginal 6r central or a lower insertion or what 
it is, and our course of treatment depends upon that 
to a certain extent. 

I have seen these patients in West Virginia, who 
have been packed before they have been sent into the 
hospital, who have hemorrhage from one end to the 
other, and dirty packs. I mean, such packs as a towel 
or sheet, or anything they can get into the vagina they 
will put in, and send the patient to the hospital. What 
are you going to do? 

I give the woman plasma on the table and section. 
If the cervix is not open, if you give the woman much 
blood before operation she is liable to have another 
hemorrhage. 


Another thing that should be done with all these 
women is to test for the Rh factor. 


Dr. A. L. Stabler, Birmingham, Ala—In view of the 
fact that it is dangerous to do vaginal examinations, I 
should like to ask Dr. Eastman on what diagnostic 
method does he depend? Does he depend entirely on 
the x-ray? 

I should also like to ask if there is any differentiation 
in cases of placental separation where you do not have 
a placenta previa. 

I have never used bags since a death in my own 
family because the obstetrician used them. I hope I 
will never have occasion to use a bag in placenta previa 
or any other condition. 


Dr. Stanley T. Garber, Cincinnati, Ohio—In Cincin- 
nati our figures recently, in the last five years, follow 
a little more evenly Dr. Eastman’s figures of the era 
in the 1920’s; in other words, we have used a bag 
effectively during the last five years. 

I should like to give you just a summary of some 
of the cases. Dr. Eastman gave a maternal mortality 
of one case, or 1 per cent. In ours it was one case. That 
patient was delivered from below. Our maternal mor- 
tality was 1.3. Of that group of 63 cases there were 
only five cesarean sections, an incidence of cesarean 
section of only 7.9 per cent, and our maternal mortality 
was practically the same as his, one maternal death, 
although we have more cases. 

The infant mortality in the last ten years, his, was 
52 per cent, gross infant mortality rate; ours was 52.6 
treated from below. 

The bag which we used, I should mention, is not the 
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common Voorhees’ or hard bag. We use a soft, elastic 
bag fashioned after the original one of Braun, and made 
here in the city of Gillespie, out of pure latex. 

I might mention that the handling of placenta previa 
depends a great deal on the individual, and I do 
not consider using a bag in all cases. I believe Dr. 
Eastman said he uses a bag for placenta previa in all 
cases, or a bag for cesarean section for all cases of 
placenta previa with forecord. 

For cases of placenta previa in primiparae, I think 
cesarean is definitely indicated. In partial placenta 
previa in multiparae we can handle the cases very 
effectively from below, with caution, and most cases of 
marginal placenta previa, can be handled from below. 


Dr. L. J. Caldwell, Nashville, Tenn —In the light 
of present knowledge there are only four or five salient 
points in the consideration of this subject: hospitaliza- 
tion immediately, blood examinations, including typing, 
Rh factor, and suitable donor, and if the patient is in 
extremis from loss of blood, give plasma, and follow 
with citrated blood as soon as possible and cesarean 
section. If there is only spotting, and the patient’s 
condition is good, permit her to go home if she lives 
in the city close to the hospital, where she could return 
quickly if need arose. 

All vaginal and uterine packing, as well as bag 
inductions should be eliminated, whether placenta 
previa or abruptio placentae, they should be considered 
alike. If not bad, treat expectantly; if bad, treat by 
rupture of water, or stat. cesarean section. 


Dr. H. Hudnall Ware, Jr., Richmond, Virginia—Dr. 
Eastman has presented an excellent review of the 
methods of treating placenta previa. His results prove 
the wisdom of his present plan of management of this 
frequently fatal complication of pregnancy. 

We are in complete accord with his method of treat- 
ing placenta previa and we have followed this plan for 
several years. 

If one does a vaginal examination on a patient with 
a placenta previa, there is always a very real danger 
that the examining finger will tear the placenta or 
separate a clot in the cervix and produce a profuse 
hemorrhage. For many years we have tried to avoid 
this by staying out of the cervical canal and palpating 
around the cervix through the vault of the vagina. When 
one does a vaginal examination on a patient with a 
placenta previa, palpation around the cervix through the 
vault of the vagina gives one a spongy or doughy sen- 
sation over the area covered by the placenta. 

If one makes pressure on the abdomen and forces 
the presenting part down, in the absence of a previa the 
presenting part is felt very close to the examining 
fingers. If one palpates a doughy or spongy area on 
the anterior and posterior surface of the cervix and on 
one side, it is usually a partial previa. If the examin- 
ing fingers palpate a spongy or doughy area on one side 
of the cervix, it is usually a marginal previa. 

If the examining fingers palpate a spongy, doughy, 
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thickened area in the lower segment of the uterus 
completely surrounding and covering the cervix, the 
diagnosis is central placenta previa. 


Dr. Eastman (closing) —Dr. Stabler asked about 
diagnosis. In the last analysis the diagnosis of placenta 
previa must depend upon vaginal examination and the 
diagnosis was established in all our cases on that basis. 

Now, a word about the x-ray diagnosis. X-ray 
placentography serves only to rule out placenta previa, 
and if one takes a film and finds that the placenta is 
clearly, unequivocally located in the upper part of the 
uterus, it is possible to spare that patient the hazard of 
a vaginal examination. If, however, x-ray placentography 
shows the placenta going down towards the lower 
uterine segment, the osseous structures will obliterate 
the placental shadow so that it is impossible to tell 
how far the placenta extends; consequently, if x-ray 
placentography fails to rule out placenta previa, the 
patient must then be subjected to vaginal examination. 

We have for some years employed what we call the 
“double set-up,” and that deserves a word of emphasis. 
The operating room is prepared, the team is scrubbed, 
the instruments are ready, and all preparations are 
mace, on the one hand, for cesarean section, on the 
other hand for rupture of the bag of water or Willett’s 
forceps. 

The patient is examined, with care not to displace 
any more placental tissue than necessary, and decision 
is made in regard to the best method of therapy. If, 
as sometimes happens, this examination precipitates 
hemorrhage, then we are prepared, without a minute’s 
delay, to carry out cesarean section or whatever treat- 
ment seems to be indicated. 


ROENTGEN DIAGNOSIS OF PLACENTA 
PREVIA WITHOUT CONTRAST 
MATERIAL* 


By Vincent W. ArcuHer, M.D. 
and 
NorMAN Aparr, M.D. 
University, Virginia 


Uterine bleeding during the last few months 
of pregnancy is a complication which demands 
prompt investigation. Placenta previa is one 
of the most frequent causes, and its accurate 
diagnosis is important in planning the manage- 
ment of the patient. 


*Read in Section on Radiology, Southern Medical Association, 
Thirty-Ninth Annual Meeting, Cincinnati, Ohio, November 12-15, 
1945. 

*From the Department of Roentgenology, University of Vir- 
ginia Hospital, Charlottesville, Va. 


| 
AS 
a. 
he 


298 


Several methods have been used to identify 
the position of the placenta. Menees, Miller, 
and Holly! in 1930 described a method of visual- 
ization of the intra-uterine soft parts by the 
introduction of strontium iodide through the 
anterior abdominal wall. This procedure, aside 
from the danger of infection, also carries with 
it the added danger of abortion. Kerr and 
Mackay” reported three fetal deaths in a series 
of ten cases using the material and recommended 
iopax instead. They stated, however, that this 
material had a tendency to cause abortion. 


Ude, Weum, and Urner® in 1934 described 
a case in which the preoperative diagnosis of 
placenta previa was made, based upon visualiza- 
tion of the bladder and uterus without contrast 
material, the fetal head being displaced laterally. 
They recommended the use of contrast material 
better to outline the bladder and head. Later 
authors using this method showed a definite 
separation of the fetal head and the bladder. 
This method, however, requires the instillation 
of either an opaque medium or air into the 
bladder, and is an additional instrumental 
procedure. 


Snow and Powell* in 1934 felt that they 


satisfactorily visualized the placenta by means 
of soft tissue detail in anterio-posterior and 


lateral projections. Snow and Rosensohn® in 
1939 further amplified these observations. 
Dippel and Brown** further developed this 
method, while McCort, Davidson, and Walton® 
gave their experiences with the same method in 
1944. This method, however, demands quite 
exacting technic in order to demonstrate the 
various soft tissue shadows. In addition, Moir® 
in 1944 showed experimentally that the soft 
tissue densities of the amniotic fluid and of the 
placenta are the same, and his conclusions based 
on this experimentation are that this method of 
examination is not entirely reliable. 

In 1941, Ball and Golden’ described a 
method of diagnosis, of quite accurately demon- 
strating the presence of placenta previa in vertex 
presentation without the use of contrast media 
and not requiring the exacting technic of soft 
tissue visualization. After comparing results in 
our own department, using all of the methods 
previously described except amniotic puncture, 
we have adopted the procedure of Ball and 


SOUTHERN MEDICAL JOURNAL 


April 1946 


Golden as the most simple and accurate method, 
without danger to either mother or child. 

The technic as outlined by these authors js 
as follows: Roentgenograms of the pelvis are 
taken in antero-posterior and lateral positions 
with the patient standing, using a 4 mm. alum- 
inum filter. It should be emphasized that there 
should be no rotation in either view. Fourteen 
by seventeen films are used with the Potter- 
Bucky diaphragm. In the lateral view the cen- 
tral rays are directed through the superior border 
of the acetabulum. The position of the tube is 
not changed for the antero-posterior view, in 
which the patient stands erect with her back 
against the x-ray table. 


In films made in the positions described above, 
in vertex presentations, the head is normally 
in the midline both in the antero-posterior and 
lateral views, in the lateral, midway between the 
promontory of the sacrum and the symphysis. 
In the normal case during the last 10-12 weeks 
of gestation, the head will be dipping slightly 
below the level of the line between the pro- 
montory of the sacrum and the superior border 
of the symphysis. If the head deviates from 
the midline as outlined in either the antero- 
posterior or lateral positions, and if with no 
cephalo-pelvic disproportion, it does not dip into 
the pelvis, this indicates some type of pelvic 
mass. If the head is in the midline in both 
positions and dips into the pelvis, in our ex- 
perience the possibility of placenta previa is 
definitely eliminated. 

It is re-emphasized that there must be little 
or no rotation of the patient on the films. In 
the antero-posterior view, the check against pos- 
sibility of rotation is to determine that the 
symphysis overlies the midline of the sacrum. 
In the lateral view, the acetabula should super- 
impose one another quite accurately. If there 
is any appreciable rotation, this may cause an 
apparent deviation of the fetal head from the 
midljne on the films. 


Illustrative cases are as follows: (Films retouched for 
purposes of reproduction). 


Case 1.—After a period of gestation of 8% months, 
the patient was admitted with the complaint of cramps 
and bleeding of several hours duration. Roentgen ¢x- 
amination showed the head to be above the promon- 
tory-symphysis line, displaced markedly posteriorly 
(Fig. 1) but in the midline in the antero-posterior view 
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(Fig. 2). The roentgen diagnosis was placenta previa. 
Low cesarean section showed central placenta previa. 


Case 2——Period of gestation was 9 months. The 
patient was admitted with complaint of profuse vaginal 
bleeding for eight hours prior to admission, and when 
admitted, was bordering on shock. Due to the condi- 
tion of the patient, only the antero-posterior film was 
made which showed a marked deviation of the head 
laterally (Fig. 3). The roentgen diagnosis was placenta 


previa. Cesarean section showed central placenta previa. 


Fig. 1, Case 1 
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Case 3.—The period of gestation was 9 months. The 
patient was admitted with complaint of bleeding for 
20-30 minutes prior to admission. Roentgen examina- 
tion showed the head to be displaced laterally (Fig. 4), 
and anteriorly (Fig. 5), but dipping below the promon- 
tory-symphysis line (Fig. 5). The roentgen diagnosis 
was marginal placenta previa. She was delivered by 
Braxton Hicks version since the fetus was believed to 
be dead. Traction was applied by one-half pound 
weight, and the patient was delivered of a macerated 
fetus by breech extraction twenty-seven hours later. 


Fig. 3, Case 2 


— 
y 
Fig. 2, Case 1 Fig. 4, Case 3 ee: 
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Case 4.—The period of gestation was 9 months. The 
patient was admitted with the complaint of cramping 
pains with moderate bleeding for sixteen hours prior 
to admission. Roentgen examination in the erect posi- 
tion, but with opaque media in the bladder showed the 
head to be displaced laterally (Fig. 6) and anteriorly 
(Fig. 7). The head did not dip below the promontory- 


Fig. 6, Case 4 
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symphysis line (Fig. 7). The roentgen diagnosis was 
placenta previa. A dead fetus was delivered spon- 
taneously thirty-seven hours later, although the patient 
was a multipara. 


DISCUSSION 


In reviewing our cases, we believe that the 
position of the placenta in the pelvis can be 
accurately determined using the simple non- 
instrumental technic previously described. How- 
ever, the indications for cesarean section must 
still remain ‘a purely clinical problem. In three 
of our cases the head did not dip below the 
promontory-symphysis line, and the patients 
were delivered without section. In two of these, 
however, the fetuses were dead upon delivery. 
Our opinion is that with failure of the head 
to dip below this line, labor will be very dif- 
ficult in by far the majority of instances, and 
the possibility of a viable fetus is quite remote. 
We believe, therefore, that cesarean section is 
probably indicated in all patients presenting this 
roentgen finding. 

One patient examined with the bladder dis- 
tended with opaque media showed the head to 


Fig. 7, Case 4 
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be above the promontory-symphysis line but 
with the bladder emptied, the head dipped well 
down into the pelvis. It is believed, therefore, 
that the bladder should be empty before roent- 
gen examination is made. Probably, for the 
same reason, it would be advisable to give a 
small enema to empty the sigmoid, for it is con- 
ceivable that fecal material in the sigmoid could 
produce the same shift of the fetal head. 


With slight shifting of the head laterally or 
antero-posteriorly, but with the head dipping 
below the promontory-symphysis line, delivery 
is very often possible without too much danger 
of fetal death. 


Our experience with breech presentations is 
too limited to offer an opinion. 
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DISCUSSION (Abstract) 


Dr. R. A. White, Asheville, N. C—There are several 
questions that I would like to ask Dr. Archer, Was 
there any attention paid to the positions of these babies, 
that is were the occiputs anterior or posterior? Were 
the heads flexed or extended? We know that often when 
the occiput is posterior and more especially if the head 
is extended that it will be above the promontory 
symphysis line at the beginning of labor regardless of 
the presence or absence of placenta previa. 


Dr. Archer (closing) —We are examining these pa- 
tients in the erect position, and we have found no 
difference in the descent of the head below that pro- 
Montory sacral line with various positions, whether 
it is left occipito-anterior or right, right-occipito- 
Posterior, and so on. We see them dipping down all the 
time, no matter what the position of the fetus, unless it 
be a transverse. This, of course, applies only to a vertex 
Presentation at the time of examination. 
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SPINAL FUSION FOLLOWING REMOVAL 
OF INTERVERTEBRAL DISK* 


By Epwarp L. Compere, M.D. 
Chicago, Illinois 


Before the reports of Barr' and Mixter® that 
displaced intervertebral disk material in the 
spinal canal was a frequent cause of sciatic pain 
associated with low backache, lumbosacral fusion 
was an accepted and often successful method of 
treatment when more conservative methods 
failed. That spinal fusion was a very effective 
method of treating this disabling condition can 
be attested by thousands of patients. However, 
each orthopedic surgeon who carried out such 
surgical procedures had some patients who were 
not relieved of their sciatica by lumbo-sacral 
fusion alone. In the light of our present day 
knowledge we would assume that many of those 
who did not recover were suffering from ex- 
trusion of nucleus pulposus material into the 
spinal canal and not merely herniation or bulg- 
ing of the intervertebral disks. 

Enthusiasm for removal of intervertebral disks 
without fusion of the spine was certainly justi- 
fied by the immediate relief from the sciatic 
pain of most of these patients. Most disk opera- 
tions were performed by neurosurgeons who were 
not impressed with the importance of the inter- 
vertebral disk itself in normal spine function. 
Thus during the past ten years we have observed 
a swing of the pendulum to the extreme right in- 
sofar as spine fusions are concerned. 

Much of the confusion which has arisen as 
a result of the controversy with regard to the 
question of “to fuse or not to fuse” the spine at 
the time of excision of a ruptured intervertebral 
disk may be attributed to a lack, on the part of 
many physicians, of appreciation of the im- 
portance of the intervertebral disk in the physi- 
ological function of the human spine. 


The intervertebral disk is a most important 
entity in the skeletal structure of the human 
spine. This disk must support direct body 


*Read in Section on Orthopedic and Traumatic Surgery, Southern 
Medical Association, Thirty-Ninth Annual Meeting, Cincinnati, 
Ohio, November 12-15, 1945. 

*From. the Department of Bone and Joint Surgery, North- 
western University Medical School, Chicago. 
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weight and it is also charged with the function 
of reducing shocks and jolts which occur in the 
normal routine of every day activity as they 
are directed from below upward through the 
spine toward the calvarium.** In addition the 
nucleus pulposus, occupying as it does a posi- 
tion just posterior to the center of the disk, 
serves as a hydrodynamic ballbearing and axis 
of motion. If the disk structure is lost as a 
result of a crushing injury, repeated minimal 
traumata, or surgical removal, the axis of mo- 
tion and attendant stress is shifted backwards 
to the small and relatively inadequate articular 
facets. The contiguous vertebral bodies may 
contact each other following loss of disk sub- 
stance. Movements of the spine may then cause 
hypertrophic arthritic changes on the anterior 
margins of the vertebral bodies and in the 
articular facets. \ 


The intervertebral disk is composed of three 
separate parts: the annulus fibrosus, nucleus 
pulposus, and the cartilage plates. The tough 
fibrous envelope which is called the annulus 
fibrosus surrounds on all sides a soft and pulpy 
center, the nucleus pulposus. The fibers of 
the annulus are vertical in direction and each 
fiber is firmly attached above and below to the 
adjacent vertebral bodies. The annulus is thicker 
and much stronger anteriorly and laterally than 
it is posteriorly. In all forward bending the 
strain of weight and of muscle pull tends to try 
to squeeze this nucleus pulposus back toward the 
spinal canal where the strength of the annulus 
is least well preserved. Acute strains of this 
type or repeated minimal strains of hard physical 
labor may result in either tearing or stretching 
these posterior annulus fibers sufficiently to 
permit the nucleus pulposus material to bulge 
or to be actually extruded into the extradural 
portion of the spinal canal.° Strong cortical 
bone covered on the disk side by a layer of 
hyaline cartilage, the cartilage plate, confines 
the nucleus superiorly and inferiorly. Only a 
fracture into the vertebral body will permit its 
escape in those directions. 


Following the earlier reports of the relief of 
sciatic pain by removal of herniated or extruded 
portions of the intervertebral disk, the neuro- 
surgeons became interested in this pathological 
entity. Most of the earlier operations were per- 
formed by men who were primarily trained in 
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the treatment of lesions of the nervous system, 
It was natural that they should have thought 
first and foremost, if not entirely, of the prob- 
lem of relieving pressure on a nerve root, and 
secondarily, if at all, of the question of attempt- 
ing in some way to preserve the structural sup- 
port of the spine itself. 

Most of the patients subjected to the simple 
excision of a herniated portion of a disk or the 
complete removal of a disintegrated disk were 
immediately relieved of their sciatic pain. How- 
ever, as the years have gone by orthopedic sur- 
geons have been called upon with increasing 
frequency to treat backache, with or without 
recurrences of the sciatic pain, in patients who 
at some time have had excision of an interverte- 
bral disk.® 

Not infrequently I see patients who have had 
a disk operation without fusion of the spine, who 
still complain of backache and occasionally of 
recurrence of sciatic pain. Many of these pa- 
tients report that they were temporarily com- 
pletely relieved of their more severe symptoms, 
such as sciatic pain, by the operation. In some 
instances the relief has lasted for two or more 
years. Backache which may never have been 
completely relieved usually gradually became 
worse, and in a considerable per cent of the pa- 
tients the sciatica in time also recurred. Roent- 
genograms have revealed hypertrophic arthritis 
of the vertebral bodies and articular facets at 
the level of the disk deficiency. 


In 1932, Keyes* and I presented in a lengthy 
report a review of the physiology and pathology 
of the intervertebral disk. This article included 
illustrations and a brief mention ofthe fact that 
in experimental animals, both dogs and monkeys, 
arthritis developed routinely following the re- 
moval of an intervertebral disk. This evidence 
from our experiments was irrefutable, but was 
inadequately presented and apparently ignored 
by most who were subsequently interested in 
disk surgery. Time required for the development 
of hypertrophic changes was less in these ani- 
mals where the factor of aging occurs in a 
much shorter span of years than it does in the 
human subject. My experience, however, has 
been to the effect that the loss of most of an 
intervertebral disk in the human spine will in- 
variably be followed in the course of one to five 
years by the development of hypertrophic at- 
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thritic changes both in the articular facets and jected to a second operation and finally had a 
along the margins of the contiguous and con- lumbo-sacral fusion. By the time of the opera- 
tacting vertebral bodies (Fig. 1). tion for fusion of the spine she had been an 
The first three patients for whom a diagnosis invalid for several years, there was a marked 
of rupture of intervertebral disk was made by fibrosis of the muscles of the lower back and 
me, and who were subsequently subjected to she had become psychoneurotic. This patient 
surgery, were referred to neurosurgeons for op- has not been rehabilitated by the series of oper- 
eration. The diagnosis was made on two of ative procedures. The other two patients con- 
these patients in 1938 and the third in 1939, tinued to have backache after excision of the 
In each instance the neurosurgeon who operated disk although the sciatic pain was relieved. Both 
found a ruptured intervertebral disk which was Patients are still disabled. One of the two wears 
removed. In no one of the three patients was 4 back brace and with this has been able to 
an interlaminal or any other type of spinal Carry on her duties, but the third is unable to 
fusion performed. Each of the three patients Work because of back pain. 
was relieved of her sciatic pain immediately fol- The definitely unsatisfactory end results, al- 
lowing removal of the disk. However, within a though there was immediate relief of sciatic 
year’s time the first of these patients so oper- pain, in these three cases suggested to me that 
ated not only had backache but a recurrence of spinal fusion in addition to removal of the disk 
her sciatic neuritis which was severe, intract- might offer a better chance for a‘larger per 
able, and has persisted. This patient was sub- cent of the patients to obtain permanent relief 


This is a typical, though perhaps more marked than the average, end result of loss of an intervertebral disk. With the 
loss of the disk the fourth and fifth lumbar vertebral bodies gradually settled upon each other until they began to rub 
against each other in ordinary movements of the patient. Marked hypertrophic arthritic changes developed on the margins 
of the vertebral bodies. There was also an arthritis in the articular facets which were subluxated as a result of the settling 
of these two bones together. This is the type of late end results which could be prevented by early removal of herniation 
of the disk and interlaminal fusion at the time of this removal. 
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from the low back disability. Accordingly, from 
that time until the present each of my patients 
who gave a history and had clinical findings of 
a ruptured intervertebral disk I have operated 
upon myself. The disk has been removed, and 
at the same time I have performed an inter- 
laminal fusion. This operation has included 
partial excision of the articular facets between 
the two vertebrae affected by the loss of the 
intervertebral disk. Small bone chips are packed 
into the defect after excising the posterior half 
of the articular surfaces of the facets, and bone 
grafts obtained from the laminae, the spinous 
processes, and the back of the sacrum are used 
to obtain fusion between the laminae of the 
fifth lumbar vertebra and the sacrum or lumbar 
four, five, and sacrum depending upon the 
location of the injured disk. 

For five years now I have seen an ever in- 
creasing number of patients whose backache, and 
in some instances sciatic pain, had persisted or 
recurred after they had been operated upon by 
surgeons who did not consider fusion of the spine 
advisable after removal of an intervertebral disk. 
During this five-year period I have routinely 
carried out an interlaminal fusion of the spine 
of each patient that I have operated upon for 
removal of a ruptured disk. In no single in- 
stance have I had any occasion to regret this 
strengthening of the spine in an area which had 
been weakened through loss of so important a 
structure as an intervertebral disk. Conva- 
lescence is not prolonged by the fusion. Fusion 
of only two or three laminae which have already 
been exposed is not a formidable procedure. 
Since the extent of the fusion is short and hence 
the strain on the area will not be great, no 
tibial or iliac bone is needed. Smith’ has re- 
ported his results in a series of cases treated by 
fusion following disk excision. . 

The operative procedure which I have used 
is as follows: 


(1) The laminae at the level of the injured 
disk are exposed subperiosteally through a longi- 
tudinal mid-line incision. Most often this means 
exposing laminae L3 to S3. 

(2) The ruptured disk is removed after ex- 
cising the ligamentum flavum and separating the 
laminae. 


(3) Adjacent disks are then exposed in the 
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same manner and examined to confirm or rule 
out the presence of additional disk protrusions. 

(4) The fusion is planned to include only 
the laminae of the vertebrae contiguous to the 
disk which has been removed, and, if at L4 or 5 
level, to the sacrum. 


(5) The technic is essentially as described 
by Hibbs. However, only the posterior half of 
the articular facets are excised. Complete ex- 
cision weakens the spine and is not necessary in 
obtaining arthrodesis. Bone chips are packed 
into the defects in the facets. Many bone shay- 
ings, chips, or splinter grafts are then removed 
from the sacrum, laminae and posterior spinous 
processes. These are placed across the laminae 
so that they lie one over the other “shingle 
fashion” and several layers thick. Guided by 
experience, I have gradually shortened the period 
of postoperative recumbency. 


(6) The patient is kept on a turning frame 
or hard bed for four days. No cast is required. 


(7) On the tenth day after operation the 
patient is permitted to be out of bed, wearing 
a strong back brace of the Magnuson or Williams 
type. 

(8) By the end of the second postoperative 
week he should be ready for discharge from the 
hospital. 

Those who do not favor spinal fusion at the 
time of removal of a disk refuse to acknowledge 
the anatomical fact that the intervertebral disk 
is an important structure in the normal function 
of the spine. The statement is sometimes made 
that fusion should be done only in the event 
that there is demonstrable instability at the 
level from which the disk has been removed, or 
roentgenographical evidence is present of hyper- 
trophic arthritic changes in the articular facets. 
If the old saying that prevention is more de- 
sirable than cure is still acceptable, it certainly 
is applicable in this particular condition. 


Every surgeon is fully cognizant of the fact 
that ‘no operation is 100 per cent successful. 
It is, therefore, true that some of the patients 
who are subjected to spinal fusion after removal 
of the disk do continue to have back pain. It is 
also no doubt true that some patients who have 
only the disk removed may never have a marked 
instability or hypertrophic arthritic change m 
subsequent years as a result of loss of this disk. 
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On the other hand, the surgeons who object to 
this rather simple addition to the operative pro- 
cedure of excision of the disk and who say that 
in the event that the patient continues to have 
backache which cannot be relieved subsequent 
to removal of the disk they would then consider 
re-operating and fusing the spine, are ignoring 
certain anatomical facts. They do not take into 
consideration the fact that prolonged backache 
with muscle spasm is associated with edema of 
ligaments and muscles, passive congestion and 
poor circulation of blood through the tissues of 
the lower back. This leads ultimately to fibrosis 
within the muscles so affected. An operation for 
fusion a year or more after an operation for 
removal of the disk is more difficult because of 
the scar tiscue which has resulted from the first 
operation and is less likely to result in maximum 
relief from the symptoms because of the presence 
of fibrosis which may be permanent. 


An interlaminal spine fusion, limited to the 
location from which the disk has been removed, 
does not constitute an appreciable disability 
because of restricted motion in the spine. This 
operation will assure greater stability of the 
spine and reduce to a minimum the arthritic 
changes which usually develop after loss of an 
intervertebral disk. 
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DISCUSSION (Abstract) 


Dr. Austin T. Moore, Columbia, S. C—I agree with 
Dr. Compere that all “ruptured disk” operations should 
be followed immediately by spinal fusion. I do not 
agree with him in the type of fusion he recommends. 
In his operation a small amount of bone is used, the 
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spine is not immobilized and lordosis is not corrected. 
Weakness of the back, non-union or continued pain from 
nerve root pressure may be the result. 


I have been operating upon “ruptured disk” cases for 
the past eight years and I have observed a great many 
cases that were operated upon by others. We all know 
that the results of disk operations have not been satis- 
factory and some cases have ended tragically with 
paralysis or unbearable pain. I believe that most so- 
called ruptured disk cases are not due to rupture of 
the intervertebral disk and I am convinced that there 
is no such thing as a “concealed disk.” A true rupture 
of the intervertebral disk with herniation of the 
nucleus pulposus will not occur in over ten per cent 
of the cases with typical symptoms and signs. 

The trouble is due to a mechanically weak or unstable 
spine. There may be narrowing of the intervertebral 
space, telescoping and arthritis of the apophyseal joints, 
posterior bulging of the posterior longitudinal flavum, 
narrowing of the intervertebral formens and ap- 
proximation of the spinous processes. Usually there is 
an increased lumbosacral angle or increased lumbar 
lordosis. Any one or more of these factors can cause 
nerve root pressure with typical radiating pain. Cor- 
rection of the exaggerated lordosis corrects all com- 
ponent parts of the syndrome. This explains why 
patients are relieved by rest in bed with the knees and 
shoulders elevated; why they sleep in this position or 
on their sides with the knees drawn up. It explains 
the “flat back” that is nature’s effort with muscle 
spasm to relieve nerve root pressure and it explains the 
relief obtained by postural improving exercises, braces 
and casts. 


If this hypothesis is true, rational treatment then be- 
comes simply one that corrects the lordosis and props 
the vertebrae apart so that nerve root pressure is elim- 
inated and permanently prevented. During the past 
year and a half we have treated about ninety patients 
with a method that accomplishes this purpose. With 
the patient prone on the operating table, one surgical 
team exposes the involved area of the spine while a 
second team measures a piece of bone of appropriate 
length from the tibia. The upper cancellous portion 
of the tibia is also removed. The leg wound is closed 
and the patient is turned on his side with his knees 
drawn to his chest. It is remarkable how this position 
facilitates exploration of the spinal canal. Extruded 
nuclear pulposus tissue, if present, is removed. In 
accordance with recorded measurements the second team 
fashions the tibial bone into a self-locking prop bone 
graft which bridges across three or more vertebrae. 
The spinous processes are undercut so that the spine 
is solidly immobilized and the graft is locked firmly 
into position. The graft is heavy and is the full width 
of the tibia. Cancellous bone is packed around and 
underneath the graft. 


Our operations are performed under spinal anesthesia. 
Penicillin is instilled into the wounds. We have had 
no serious wound infection; there has been no mor- 
tality. Patients are returned to bed without external 
support. Their knees and shoulders are slightly ele- 
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vated. They may roll and turn about in bed. The 
operation is usually performed in a little over an hour 
and there should be no postoperative shock. The relief 
of pain is frequently dramatic and is much greater 
than when a disk operation alone is performed. One 
of our patients got up two days after operation and 
insisted that he had no pain. Another danced a jig 
five days after surgery. Another returned to work on 
an ice truck seven weeks after the operation. All of 
these patients acted against advice. Depending upon 
the mechanical fixation possible, they usually spend 
one to two months in bed after operation. A straight 
back lumbosacral brace is fitted when they become 
ambulatory. 

We have treated patients with ruptured disks, spon- 
dylolisthesis, old fractures and mechanical defects. In 
general most of them fell in the category of unstable 
spines. Quite a number of these patients have had two 
or more previous operations. A good many had been 
classified as psychoneurotic patients; and several pitiful 
examples were seen in ex-service men who had been 
dismissed with this diagnosis. Other compensation cases 
have been relieved and returned to work. Several of 
the patients had taken narcotics for varying periods of 
time. 

The self-locking prop bone graft is basically sound 
and fulfills all of the requirements of fixation and im- 
mobilization that are necessary in good bone grafting 
surgery. Years of experience may be necessary before 
drawing final conclusions. We have had sufficient ex- 
perience to be enthusiastic about its use and to believe 
that its basic principle is very important in relieving 
the patient with low back and radiating pain. 


Dr. Earl D. McBride, Oklahoma City, Okla.—I think 
the question here is entirely whether fusion should 
always be done after excision of the disk. It seems to 
me the criterion should be whether or not the patient 
really has any structural damage in addition to the disk. 

I have operated upon cases in which there was no 
demonstrable damage, at least as shown by x-ray or 
clinically, at the time of operation. 

I have several patients whom I have been following 
for the past four or five years. All these cases I am 
following closely are those which were not fused. I 
have fused all my cases with the exception of perhaps 
15 or 20 per cent. 

I think the mechanical principles as demonstrated by 
Dr. Moore are excellent, and they can be used in many 
cases; but that is quite a little surgery for some cases 
that should not be subjected to a lot of trauma follow- 
ing the removal of a disk. 


If we fuse only the facets and perhaps a portion 
of the proximal laminae, the patient will be symptomless 
in the future. 


Dr. C. J. Frankel, Charlottesville, Va—May I ask 
Dr. Compere what happens after the fusion takes hold? 
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It has been our experience, especially in football 
injuries, that if we immobilize an ankle rigidly, the 
strain is thrown on the joint above and we get knee 
injuries. What happens to the joints above and below 
the site of fusion? How are we to prevent the de- 
velopment of arthritic lesions due to the strain on the 
joints above and below? 


I do not know how they grow them in the Carolinas, 
but in Virginia we find that the spinal process on the 
sacral first segment is small. It has been hard to hold 
the clothes pin graft on that kind of process. 


Dr. Compere (closing). —I do not know what is going 
to happen to'the articular facets just above those that 
we fuse in this particular condition. Ten to twelve 
years ago, I usually carried out a longer fusion than 
I would do today and used tibial bone grafts. I have 
seen several of those patients in the last two or three 
years who are having a good deal of back disability in 
the next facets above. However, those facets have 
a better chance of withstanding the wear and tear of 
everyday activity because they are normal, were normal, 
at least, at the time that we fused, than have the facets 
where the disk has been lost. Here the stress and strain 
is increased on those facets between the two ver- 
tebrae contiguous to the ruptured or surgically removed 
disk. 

Dr. McBride’s point is well taken. If I could be 
reasonably sure at the time that I operate that there 
would be enough scar tissue repair to hold a back stable, 
and that there was no wear-and-tear process or ana- 
tomical deficiency in the spine at the time that I 
removed the disk, I would leave that spine unfused. 

I do know that no spine that has lost an intervertebral 
disk is a normal spine. The disk is an important struc- 
ture, and its removal leaves a definite deficiency within 
that spine. 

I believe we can make the spine safer and more 
secure by a simple fusion between the two laminae of 
the vertebrae that are adjacent to the ruptured disk. 
I do not see any point in making a: long fusion, and 
there are good arguments against it. 

I agree, too, that partial excision of the facets is 
sufficient. Complete facetectomy adds to the instability, 
temporarily, at least. We should excise enough of 
each articular cortex so that we can pack bone chips in 
and obtain fusion across the facets. A few bone 
grafts placed across the laminae will in time give 
adequate support through fusion. 

There is a good argument for fusing the spine in 
flexion. I use the Williams type of back brace and 
have my patients sleep on a hard bed. 

The hollow back brace rotates the pelvis up in front, 
rotates the sacrum down in the back, and flattens the 
lumbar spine, so that we may obtain fusion with the 
intervertebral disk spaces spread apart as much as 
possible, 
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TOWEL CLIP FIXATION OF FRESH 
CLAVICULAR FRACTURES* 


By Mitton C. Copsey, M.D. 
Washington, D. C. 


Fresh fractures of clavicle present many 
problems in treatment. No one method has 
been proven satisfactory for all fractures. The 
continuous flow of publications presenting new 
technics and methods of splinting demonstrates 
this. The figure 8 type plaster dressing, the 
clavicular cross, the Bohler crutch method, the 
Conwell modified Velpeau type dressing, the 
moulded plaster jacket, the external four pin 
fixation technics are probably the most pop- 
ular and uniformly successful.2"® When on the 
occasional case these methods of reduction and 
splinting have proved inadequate, open reduction 
is too often attempted. 

Open reduction of difficult fractures of the 
middle third is many times fraught with dis- 
abling complications that prove unsatisfactory 
to the patient and the surgeon. The majority of 
the fractures coming to open reduction are those 
in the middle third due to the deforming action 
of mainly two muscle groups. The sternocleido- 
mastoid muscle elevates the proximal fragment 
so high that it may be impossible to raise the 


*Received for publication October 27, 1945. 


subsequent union. 
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Fig. 1 
Fresh fracture clavicle wired in December, 1944. Wire apparently loosened because of bone absorption and came to 
lie as a foreign body wedge between bone ends thus preventing bone union. Treated by bone graft July 1945 with 
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shoulder high enough for the distal fragment 
to match the proximal fragment. Pressure on 
the proximal fragment by the Conwell! method 
usually does, but not always, overcome the 
sternocleidomastoid muscle spasm and shorten- 
ing. Then the anterior angulation or overriding 
of the fragments cannot always be overcorrected 
by pulling the shoulder back because of the sub- 
clavius and pectoral muscle spasm for shorten- 
ing. It seems that an anesthetic should over- 
come this muscle spasm, and often does. But if 
the fracture is oblique, a comminuted fragment 
intervenes, or a long spicule blocks the very 
limited amount of over-correction that is per- 
mitted, reduction still may not be accomplished. 
Then open reduction is resorted to by many 
surgeons. 


Watson-Jones,? Conwell’ and others* deplore 
open reduction if it can in any way be avoided 
for the following reasons: (1) Subcutaneous 
bones are prone to infections. Osteomyelitis fol- 
lowing open reduction of fractured clavicles is 
most common and an important complication. 
(2) Fixation of the bone ends by wire at best 
cannot be solid and may interfere with union 
working its way loose to intervene between the 
fragments (Fig. 1). The wire also may later 
be irritating under the skin and require removal 
because of pain (Fig. 2). (3) Fixation by cat- 
gut, kangaroo tendon, or fascia is likely to 
absorb before union occurs (Fig. 3). This pa- 
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tient came to non-union requiring bone graft*® 
18 months after the operation. (4) The 
clavicle is a bone that is continually mov- 
ing with respiration and motion of the shoulder. 
In order to immobilize a fracture of it ab- 
solutely® it is necessary to use four pins 
or four-screw fixation (Figs. 1 and 3). For- 
tunately for healing in the average fractured 
clavicle, absolute immobilization is not needed. 
However the more recent publications are be- 
ginning to point out that if one were to resort 
to an open reduction with its hazards he should 
not be satisfied with using wire or fascial loops, 
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but a plate with four screws should be used to 
insure absolute immobilization and healing. This 
plate with its screws has, however, a real dis- 
advantage as it may become uncomfortable to 
the patient especially if he has to carry a knap- 
sack, a rifle or a mailpouch, requiring its re- 
moval. The plate and screws lie in a sub- 
cutaneous sensitive area. The scar of open op- 
eration on the clavicle is in an area that may 
become unsightly from a cosmetic aspect and also 
painful due to adherence to the bone beneath it, 
Hence open operation for fresh fractures of the 
clavicle become something to be strictly avoided, 


Fig. 2 
Each case was wired two years previously with satisfactory reduction and solid bony union, but wires became 
loose and caused pain and irritation of the skin from even the wearing of clothes. It was necessary to remove the 


wires. 


Fig. 3 
Fracture simple and complete treated by tendon loop operation with resultant absorption of the tendon loop and 
non-union. Operated upon four years later with bone graft and solid bony union resulted. 
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The use of reduction and fixation of the 
clavicle with towel clips is not original with the 
author. The method was in use on the Ortho- 
pedic Service at the Johns Hopkins Hospital in 
1934. It is so simple and its results are so 
satisfactory it should be more generally used. 
It is the father of the idea of towel clip traction 
for fracture of the metacarpal presented in the 
SoUTHERN MEDICAL JOURNAL by the author two 


years ago.’ 
The author has reviewed the fresh fractures 
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of the clavicle treated at a large Air Force 
Regional Hospital on the Orthopedic Section of 
which he has been in charge for the past 344 
years. There were 48 fresh fractures of the 
clavicle. Seven or 14.5 per cent were fractures 
of the middle third that could not be reduced 
and reduction maintained by the usual methods. 
Each patient had not received a satisfactory 
reduction under anesthesia after two to three 
attempts by such closed methods as figure 
of 8 plaster with or without spica or anterior 


Fig. 4 
Representative cases treated by towel clip fixation method. These cases were fractures of the middle third where 
overriding could not be corrected or maintained by plaster of paris figure 8 with or without spica attachment. 
They retreated under anesthesia and x-rays made after cast had been applied. This failure of reduction and main- 
tenance may have been due to intervening fragments as is shown in two cases, or impossibility of alignment of 
the distal fragment to the proximal fragment by maximal abduction and elevation of the shoulder. Photographs 
before reduction; in figure 8 cast; with towel clips in place; final picture showing bone union. 
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strut, moulded plaster vests with or without 
axillary pads. Union occurred in all seven 
cases, six with no deformity and one with some 
non-disabling angulation. All men returned and 
remained at full military duty and no infection 
or other complication occurred. The author has 
used this method on all types of patients in 
hospital, military, and civilian practice and 
found it at all times to be most satisfactory. 
The method of inserting the towel clips is 
simple. The patient is given a general anesthetic 
with sodium pentothal or gas-oxygen-ether and 
placed on a fracture table with a single support 
between the shoulders. This allows full abduc- 
tion of the distal fragment. The area is cleansed 
in the usual manner for surgical operation. The 
skin over the clavicle is caught up between the 
surgeon’s thumb and forefinger. Using a sharp 
pointed knife stab wounds are made then in the 
skin on either side of the clavicle above and 
below the fracture. This prevents stretching or 
pinching of the skin with the towel clip. The 
points of the towel clips are inserted through the 
skin puncture wounds until they come in con- 
tact with the clavicle. One gently feels with the 
point of the towel clip the superior and inferior 
margins of the bone to insure insertion into the 
bone. Otherwise the clips will slide posteriorly 
or anteriorly and not grip the bone. One should 
always be on guard not to allow the point of 
the clip to slip posteriorly. There may be danger 
of puncture of the subclavian artery. The author 
has never seen it punctured, though often before 
one becomes expert at inserting the clip this 
posterior slipping of the point seems to occur. 
With the points of the clip into the clavicle about 
an inch from the fracture site, the clip is locked 
on the first notch only. The large type of 
standard towel clip is used. If more than one 
catch is used on the lock the strain may be too 
great on the points and bend the points so that 
they do not hold. The towel clip on the other 
fragment is inserted likewise. It is convenient 
to insert the clips so that the handles overlap 
but this is not essential. They should, however, 
line up fairly accurately opposite or overlapping 
after reduction has been accomplished. It is a 
good index of reduction. With gentle traction 
on the arm now by an assistant and manipula- 
tion of the bone ends by the operator holding 
onto the towel clip handles, reduction can be 
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accomplished. While some operators do this un- 
der full vision with the fluoroscope, the fluoro- 
scope is certainly not necessary and in the 
author’s opinion is hazardous to the skin of the 
surgeon’s hands. As soon as reduction is com- 
plete small colloidin dressings are stuck to the 
skin about the entrance points of the clips. If 
the handles overlap they may be wired together 
with fine steel wire or tied with cord. A small 
block of wood between the handles helps stabilize 
them or even lift upward one fragment if it is 
necessary. The wire is placed tightly around 
the handles and wood, should the wood block 
be used. If the handles are opposite each other 
plaster of paris is molded to the skin and around 
the handles and allowed to set. A jacket type of 
plaster of paris cast is applied without a spica 
attachment. Care is taken not to fix the handles 
of the clips to the plaster jacket as the clips and 
clavicle move with respiration more than the 
plaster jacket. The patient will complain of 
discomfort if the two are fixed together. The 
patient may now be ambulatory and attend to 
his usual occupation unless in the military serv- 
ice where hospitalization is mandatory. 

The following pictures are illustrative of the 
method of fixation. These x-ray pictures rep- 
resent cases, before reduction, trial in plaster fix- 
ation, towel clips in place, and the final result 
(Fig. 4). No complications such as infection, 
vessel, nerve or muscle damage has occurred in 
any of the cases. 


SUMMARY 


The towel clip reduction and fixation method 
for fresh fractures of the clavicle is presented 
for general information "and use. It is not 
claimed to be original with the author. The 
author has used it over a period of eleven years 
with gratifying results and at no time has an 
open reduction of a fresh fracture of the 
clavicle been necessary or performed. It is used 
only in cases where more conservative methods 
of reduction and fixation have failed and this 
is usually in fractures of the middle third, more 
commonly comminuted or oblique. Open reduc- 
tion is to be avoided because of the frequent 
possibility of infection, painful subcutaneous 
wires or plates, or inadequate immobilization. 
The application of towel clips fixation is 
described. The method is necessary in about 
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only 14 per cent of all fresh fractures of the 
clavicle as the more conservative methods are 
satisfactory for the others. No infection, vessel, 
nerve or muscle damage has occurred from its 
use over this period of time which includes hos- 
pital, private and military practice. 
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OPERATIVE TREATMENT OF ANEURYSM 
AND ARTERIOVENOUS FISTULA* 


By Dantet C. Etxin, M.D.t 
Atlanta, Georgia 


The large number of blood vessel injuries re- 
sulting from wounds in this war led to the es- 
tablishment of vascular surgery centers where 
patients were concentrated for specialized treat- 


“Read in Sectien on Surgery, Southern Medical Association, 
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ment. At Ashford General Hospital, the first 
center to be so established, 450 aneurysms and 
fistulas have been treated by operation. Of these, 
approximately 110 were aneurysms of the false 
type and the remaining 340 were arteriovenous 
fistulas. Three patients were seen in whom three 
arteriovenous fistulas were present, and ten had 
two aneurysms or fistulas. 

It is not the object of this paper to discuss 
the diagnosis or altered physiology of these con- 
ditions which have been presented in detail else- 
where, but to describe operative methods em- 
ployed in their treatment as they were encount- 
ered in the various vessels of the body. 

Any operation for treatment of aneurysms 
should be carried out with the utmost care. No 
matter what the location of the lesion certain 
principles pertaining to all operations of this type 
deserve mention. The patient’s general condition, 
including his nutrition, should be brought to the 
highest point. All infection, particularly in the 
region of the operative site, should have been 
cleared for a period of at least one month. Blood 
donors carefully matched should be available for 
every operation, and in some instances blood 
should be ready for transfusion before the in- 
cision is made. It is now generally accepted that 
a painstaking procedure with careful hemostasis 
and avoidance of tissue trauma, the use of fine 
non-absorbable suture material, favors better 
wound healing, a minimum of infection, and a 
better prognosis. All wounds should be carefully 
closed in layers with particular attention to ac- 
curate approximation of the skin. 


Continuous spinal anesthesia was used in all 
operations on the lower extremity and _ iliac 
vessels. For operations in other parts of the 
body intravenous “pentothal” sodium, supple- 
mented by nitrous oxide and oxygen, was the 
usual anesthetic agent. 


The procedures most generally employed were 
the Matas endoaneurysmorrhaphy for aneurysms 
and quadruple ligation and excision for arterio- 
venous fistulas. These methods have not been 
used to the exclusion of all others and in many 
instances the type of lesion or its location re- 
quired the combination of one or more methods. 
Make-shift or incomplete procedures were par- 
ticularly avoided because of the realization that 


met 

a 
‘ 


312 SOUTHERN MEDICAL JOURNAL 


under such conditions hemorrhage, recurrence, 
or gangrene were likely to follow. 

The Matas principle of intrasaccular suture 
is believed to be the best method yet devised to 
cure an aneurysm and at the same time to pre- 
serve the maximum amount of collateral circula- 
tion. In this series it has been possible to carry 
out this procedure in approximately sixty per 
cent of those cases with false arterial aneurysms. 
It has usually been performed where the 
aneurysm was large and where its dissection, 
even if possible, would have resulted in damage 
to surrounding structures. It is difficult to em- 
ploy in small aneurysms accompanied by damage 
to nerves, a not infrequent occurrence. In these 
instances it has been the practice to excise the 
aneurysm after ligating the artery proximal and 
distal to it, and to perform nerve suture or 
neurolysis at the same time. 


The Matas operation is simple and is usually 
easy to carry out. If the position of the 
aneurysm allows it, the extremity is elevated and 
an elastic bandage applied in order to remove 
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blood from the veins, and then a tourniquet, 
preferably of the inflatable type, is applied 
proximal to the lesion. Thus, blood is preserved, 
and the operation can be carried out in a dry 
field. If the application of a tourniquet is pre. 
cluded by the position of the aneurysm, tem- 
porary occlusion of the proximal vessel is of 
aid in preventing blood loss. 

The skin incision should be made along ana- 
tomical lines in order to produce the least 
scarring and should follow the course of the 
involved artery. The length of the incision js 
for the most part dependent upon the size of 
the aneurysm. As soon as the sac is opened and 
the clot evacuated the interior of the sac is 
cleansed with saline solution and suction. When 
the sac is thoroughly cleansed the openings in 
the artery are usually found without difficulty 
and can be readily closed with one or more 
figure-of-eight sutures of silk which can be read- 
ily re-enforced if any bleeding occurs after re- 
moval of the tourniquet (Fig. 1). 


In some instances the actual vessel can be 


Fig. 1 
(A) The Matas endo-aneurysmorrhaphy. Openings in the vessel are sutured within the sac. 
(B) Isolation and ligation of the proximal and distal vessels within the aneurysmal sac. 
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dissected from the surrounding tissues within 
the sac and individually ligated (Fig. 1-B). 
Actual obliteration of the sac by sutures is dif- 
ficult because of the friable nature of its walls, 
but if bleeding is thoroughly controlled the sac 
will readily collapse and its walls coalesce with 
the application of a snug elastic bandage. There- 
fore, closure of the wound is confined to the 
fascia and skin overlying the sac. Drainage has 
not been employed and if the bandage is properly 
applied the accumulation of serum is a rare com- 
plication of the operation. 

In the treatment of arteriovenous fistulas one 
of two procedures has been most generally em- 
ployed; first, some type of operation whereby 
the communication between the artery and vein 
is obliterated by sutures; or secondly, ligation 
of the vessels leading to and from the fistula and 
its complete extirpation. Certainly it is prefer- 
able, where possible, to preserve the artery, but 
from a practical standpoint this is difficult to 
accomplish since the vessels at the site of the 
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lesion are frequently imbedded in scar tissue 
which prevents accurate dissection of the com- 
munication. Moreover, the fistulous opening 
may be so large that its closure necessitates oc- 
clusion of the vessel. Likewise the presence of 
a false sac directly communicating with artery 
or vein or interposed between the two vessels 
may prevent proper closure of the fistula and 
maintenance of the arterial lumen. Where actual 
repair is possible it is necessary to isolate com- 
pletely and temporarily occlude all vessels com- 
municating with the fistula as is shown in Fig. 2. 
Usually the vein must be sacrificed and separated 
from the artery as a preliminary step in closing 
the opening. Occasionally the opening may be 
closed by transvenous sutures as is shown in 
Fig. 3. Of the 340 fistulas reported in this series 
operative repair was successfully. accomplished 
in only 12 instances. 

It must be borne in mind that while opera- 
tive repair is ideal in preserving the continuity 
of the artery, it is not without danger. Second- 


Fig. 2 
Repair of an arteriovenous fistula. The arterial opening is closed with sutures after removing a portion of the vein. 
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ary hemorrhage, thrombosis and recurrence are 
more apt to follow this procedure than where 
the fistula is excised. 

It is well known that the establishment of a 
communication between an artery and a vein pro- 
vides an immediate stimulus for the development 
of collateral circulation about the fistula. 
Usually within a period of three months these 
collateral vessels have reached such size that 
little or no impairment of nutrition will follow 
excision of the fistula. Since a considerable por- 
tion of the blood passes through the fistula nu- 
trition of the part will be improved after its 
removal. This is evidenced by the fact that 
none of the patients on whom this operation was 
done developed gangrene. 

Excision is carried out as follows (Fig. 4). 


Where possible a pneumatic tourniquet is 
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placed about the extremity but is not inflated 
unless severe hemorrhage is encountered. 


Step 1—The artery proximal to the fistula is 
isolated and a ligature passed around it. This 
ligature is placed for safety should hemorrhage 
be encountered and is not tied at this time 
since the occlusion of the vessel would interfere 
with pulsation of the vessels distal to the fistula 
and thus make their isolation more difficult. 


Step 2.—The artery and vein distal to the 
fistula are isolated, ligated and divided. 


Step 3—The proximal artery, about which a 
ligature was previously placed is ligated and 
divided. All vessels, both arteries and veins, 
communicating with the fistula are then ligated 
and divided and the fistula is lifted from its bed. 


Step 4.—The vein proximal to the fistula is 


Fig. 3 
Repair of an arteriovenous fistula. Closure of the arterial opening by transvenous sutures. A portion of the vein 


is sacrificed. 
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ligated and divided and the fistula is removed. 
Ligation of the proximal vein is reserved as the 
last step in the operation in order to provide a 
pathway for the emptying of blood from the 
fistula. The numerous tributaries demand care- 
ful and painstaking dissection of all vessels in 
order that the field be kept as free from blood 
as possible throughout the procedure. All vessels 
of any size should be transfixed as well as 
ligated. 

As indicated above, many variations of these 
procedures are necessary because of differences 
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in the structure of the aneurysms and fistulas 
and because of their anatomic location. The 
surgical approach and exposure must be care- 
fully planned if the principles as outlined above 
are carried out. Skin incisions should be made 
with a view of minimizing contraction by scar 
and should never cross skin folds perpendicularly. 
One should not hesitate to sacrifice anatomical 
structures in order to secure proper exposure. 
Thus, in operations for treatment of aneurysms 
and fistulas at the base of the neck the clavicle 
may require resection in order to secure proper 


Fig. 4 
Illustrating the four steps in ligation and excision of an arteriovenous fistula: 
(1) A suture is passed around the proximal artery. 
(2) The distal vessels are ligated and divided. 


(3) The proximal artery and the communicating vessels are ligated and 


divided. 


(4) The proximal vein is ligated and divided as the last step in the 


procedure. 


| 
} 
F 
| 
i 
a 
ARTERY i 
: 
4 
‘ 
Vain 
4 
2 
* 
4. 
| 


316 


exposure. Similarly, a portion of the fibula, 
including its head, is resected in order to prop- 
exly expose the tibial and peroneal vessels. 


Drawings by T/4 Vincent P. Destro. 


DISCUSSION (Abstract) 


Dr. Fred W. Rankin, Lexington, Ky—lI presume 
that we all are agreed that 450 cases of arteriovenous 
aneurysm operated upon in this institution constitute 
the largest series of this type of lesion ever collected 
by any surgeon or group of surgeons. 

We recall that it took the Nestor of vascular sur- 
gery, Dr. Matas, some sixty years to collect some sixty 
or seventy cases, and then compare that with a series 
of 450 cases collected in one hospital during the war, 
and it is easy to see just what an enormous opportunity 
has been afforded this group of men to develop vascular 
surgery both from the standpoint of operative technic, 
the standpoint of symptomatology of the various lesions, 
and of the disturbed physiology in the entire vascular 
system. 

Arteriovenous aneurysm is a lesion caused by a 
bizarre type of wound, of course, which is amenable 
to surgical treatment if properly diagnosed early and if 
properly treated both early and late, and I say that ad- 
visedly, because I am sure that we have learned def- 
initely that the hasty enthusiasm of some surgeons in 
the earlier part of the war was ill-rewarded when they 
compared their results with those of Colonel Elkin and 
his colleagues. 

It was our hope and desire that all of the surgical 
vascular lesions, should be concentrated when they 
arrived from the theaters of operation, into three 
centers in this country, and I believe with the exception 
of a few of our enthusiastic surgeons, like one or two 
I see in the audience, who occasionally purloined an 
aneurysm when I was out of the country, most of them 
arrived at Ashford or Mayo General, or DeWitt, where 
the hospital staffs were carefully chosen and properly 
equipped, and were responsible for the type of work 
that we have seen. 

I assume that Colonel Elkin’s 450-case series rep- 
resents somewhere between 50 and 75 per cent of the 
whole, as d 1e in the Army. I think the large ma- 
jority of them were done in this country after the 
first year of the war, and that this series probably can 
be multiplied by two. 

The results, which he has not touched upon, have 
been extraordinarily gratifying, and I am sure that 
out of this experience, which will be fully published in 
great detail, I hope, after the war, both in the History 
of the Surgery of World War II, and subsequently, in 
the general literature, and I hope that out of that will 
come an enormous advance in vascular surgery. 

I believe that the policy of concentrating these cases, 
which parallels the policy of concentrating nerve in- 
juries, in specialized hospitals, chest cases in specialized 
hospitals, thereby permitting the Army to practice 
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medicine along a parallel line with that done in civilian 
life, has been responsible for the splendid type of sur. 
gical care which has been given to battle casualties, with 
very, very low mortality and morbidity rates which 
have been accomplished in this war. 


SERIOUS GENITO-URINARY LESIONS 
ACCOMPANIED BY ESSENTIALLY 
URINARY FINDINGS* 


By I. G. Duncan, M.D.t 
Memphis, Tennessee 


For some time we have been greatly im- 
pressed by the number of patients consulting 
us for serious lesions in the genito-urinary 
tract, entirely overlooked by one or more 
physicians under whose care they had previously 
been. 

The history of many of these patients was 
such that the genito-urinary tract should have 
been suspected and investigated in the be- 
ginning. Often the story is that the physician 
was consulted because of kidney trouble, but 
after an essentially negative urinalysis, any 
trouble there was ruled out, but placed elsewhere, 
and oftentimes serious operations were carried 
out, and naturally, the patient received little or 
no relief. These errors, I believe, are due at 
least partially to the fact that under certain 
conditions very serious and far advanced path- 
ological conditions may exist in the presence of 
an essentially normal urine, and this fact has 
not been taken into consideration. Specimens 
of urine with a specific gravity of not lower 
than 1.006, no albumin (or only a slight trace), 
less than one plus pus, and only an occasional 
blood cell, if any, are considered practically 
negative. 

There are many factors and conditions tend- 
ing to make a urinalysis unreliable as an in- 
dicator of what is actually taking place. To 
mefttion a few of these examples, there are: 


(1) The infection may be a_perinephritic 
abscess, or a carbuncle of the kidney. In neither 


*Chairman’s Address, Section on Urology, Southern _ Medical 
Association, Thirty-Ninth Annual Meeting, Cincinnati, Ohio, 
November 12-15, 1945. 

tAssociate Professor of Urology, University of Tennessee Col- 
lege of Medicine, Memphis, Tenn. 
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of these conditions would there be gross ab- 
normal urinary findings, as they do not com- 
municate with the kidney pelvis. 

(2) Tumors of the kidney do not always 
bleed, and those that do, rarely continuously. 
Hence, if no infection has taken place, a fairly 
normal specimen of urine could easily be 
obtained. 

(3) Urine from cases of non-infected hy- 
dronephrosis may show little abnormality, es- 
pecially if the other kidney is all right. 

(4) Tuberculosis of the kidney may be ac- 
companied by a stricture, or an occlusion of 
the ureter may largely prevent blood or pus from 
reaching the bladder. In early cases there are 
quiescent intervals when the urinary findings 
may be very misleading. 

(5) Stones in the kidney or ureter may com- 
pletely obstruct the outflow of urine on that side. 

(6) The ureter in pyonephrosis may be 
blocked by kinks, strictures, adhesions, or stones. 
If the infection is unilateral and there is no 
cystitis, the urine may show little abnormality. 

(7) Some organisms such as the streptococcus 
produce very little pus, resulting in an essentially 
negative urine, even when the infection is most 
severe. 
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(8) Hunner’s ulcers of the bladder are often 
overlooked for the reasons mentioned above. 


(9) Cases of hypertrophy of the prostate, 
though having, at times, as much as 1000 c. c. 
of residual urine, if not infected, may show little 
from a urinary standpoint. 


Incomplete histories, and a failure properly 
to evaluate the importance of previous attacks 
of pyelitis, kidney colic, hematuria, and so on, 
are often responsible for errors in diagnosis. 
This is especially true if urinalysis shows very 
little at the time of examination. 


A few short case histories, with lantern slides, 
will serve to emphasize the points I am attempt- 
ing to bring out. 


Case 1—Mr. A., a white man, age 65, had been in the 
hospital for four weeks under treatment for hypertension. 
Although he had some frequency and nocturia, his 
genito-urinary tract had been overlooked. Examina- 
tion showed a four plus prostate with 800 c. c. of 
residual urine. After the prostatic obstruction was 
removed, his blood pressure came down satisfactorily. 


Case 2.—Mrs. B., a white woman, age 62, consulted us 
for pain in the right kidney region, and loss of weight. 
She also said that she had had several attacks of 
hematuria. At the time of our examination, however, 
the urine showed only a trace of albumin, and a few 
pus cells. The patient had recently consulted several 
physicians, but because of the.lack-of gross findings 


Fig. 1, Case 1 
Air cystogram showing hypertrophy of prostate. 
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Fig. 2, Case 2 
Pyelogram showing filling defect in right kidney pelvis. 
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in the urine, the genito-urinary tract was not suspected. 
Cystoscopic examination revealed a filling defect in the 
pelvis of the right kidney. Upon removal, a very far- 
advanced papillary carcinoma of the kidney was found. 


Case 3—Mrs. C., a white woman, age 30, had always 


Fig. 3, Case 3 
Pyelogram showing obliteration of upper calices indicat- 
ing tumor of left kidney. 
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been well, and was the mother of one child, age 2. The 
patient became pregnant, and at about the fourth 
month, discovered a large tumor mass in the upper 
left quadrant. She consulted her physician, and find. 
ing nothing suspicious in the urine, he decided to do 
an exploratory laparotomy. At operation, a large 
retroperitoneal tumor was located in the left upper 
quadrant, which he was unable to remove. Later a 
retrograde pyelogram was made; this showed the tumor 
to be a large kidney, with a deformity of the calices, 
Three months later, after the pregnancy was terminated, 
and she had received a series of x-ray treatments, the 
tumor was removed. It was a clear-celled adenocar- 
cinoma weighing five pounds, a rather large tumor. 
Never at any time, did her urine show anything sug- 
gesting a kidney tumor. 


Case 4.—Mrs. D., a white woman, age 27, was referred 
to us for investigation of a shadow in the right kidney 
region. She had suffered from indigestion and pains in 
the upper right quadrant. One physician had removed 
her appendix, and later, a second had drained her gall- 
bladder. Neither of the procedures afforded relief. 
When a third physician was consulted, he ordered a 
gastro-intestinal series, and it was while this was being 
run, that the shadow in the kidney region was dis- 
covered. At no time had the urinary findings been 
considered abnormal. A pyelogram showed the shadow 
was a stone obstructing the right ureter. Upon opera- 
tion, the kidney was found so badly damaged that a 
nephrectomy was necessary. The patient made an un- 
eventful recovery, and has had very little trouble with 
her stomach since. She has gained about fifteen pounds. 


Case 5—Mrs. E., a white woman, age 22, came in 


Fig. 4, Case 4 
Showing shadow in right kidney region which proved 
to be a stone. 


Fig. 5, Case 5 
Pyelogram which shows a very large pelvis and 
megalo-ureter. 
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complaining of frequency, dysuria, and backache. Prev- 
jously she had been under the care of several physicians. 
Her tonsils and appendix had been removed, without 
relief, and she had been advised to have her ovaries 
removed. She had suffered almost continuously with 
frequency, and nocturia, but the urinary tract had not 
been suspected, as the urine had never shown more 
than a few pus cells. A cystoscopic examination re- 
vealed an obstruction in the right ureter at the broad 
ligament. A catheter was made to pass, and 600 c. c. 
of urine, thick with pus was aspirated. A pyelogram 
showed a very large pelvis, with two megalo-ureters 
which joined just above the bladder. A nephrectomy 
was done. 


Case 6—Mrs. F., a white woman, age 35, consulted us 
for pain in the upper left quadrant. She was having 
chills, rigors, and high temperature, and was being 
treated for malarja. The pain in her side was thought to 
be due to an enlarged spleen. The left kidney was not 
suspected, as the urine was practically negative. Upon 
cystoscopic examination, an obstruction was found just 
above the bladder, and while I was trying to make a 
catheter pass, about 60 c. c. of creamy pus oozed out. 
A pyelogram showed the typical-moth-eaten appearance 
of the calices characteristic of tuberculosis. At operation, 
the kidney was found completely destroyed due to 
extensive tuberculous infection. This infection had been 
overlooked because: the pus was not getting into the 
bladder. 


Case 7—Mrs. G., a white woman, age 45, came to us 
suffering with pain in the right lumbar region, more 
marked upon the left side. She had consulted numerous 


Fig. 6, Case 6 
Moth eaten appearance of calices due to tuberculosis 
of the kidney. 
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physicians, and had lost her teeth, tonsils, left tube and 
ovary, without relief. No one had found anything of 
importance in the urine. Cystoscopic examination 


showed quite a large hydronephrosis of the left kidney. 
There was very little infection present, and this ac- 
counted for the absence of urinary changes. 


Case 8—Mrs. H. came to us because of a tumor mass 
in the right flank, and pain in her back. She had had the 
trouble for the past eighteen months. Her appendix 
and tonsi!s had been removed, and she had been op- 
erated upon, for a ruptured disc, but the pain persisted. 
The last: physician consulted suggested an exploratory 
operation to determine the nature of the abdominal 
tumor which could easily be palpated. While this 
patient had always suffered from frequency, and noc- 
turia, the urine had been considered normal, showing 
only a trace of albumin, with an occasional pus cell. 
A pyelogram showed the abdominal mass to be a 
ptosed kidney. Following a nephropexy, the patient 
was much improved. 


I could report many other cases, but time 
will not permit, but in closing I wish to em- 
phasize the following points: 

(a) Serious lesions in the genito-urinary tract 
are often overlooked, because of the absence of 
gross urinary findings. 

(b) Patients with a past history of hema- 
turia, attacks of kidney colic, pyelitis, or those 
having palpable masses in the kidney region 
should have a complete urological check-up. 


Fig. 7, Case 7 
Hydronephrosis of kidney due to an obstruction just above 
the bladder. 
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To those of you who are not urologists, I 
wish to say that our cystoscopes have been so 
improved, and the technic so simplified, that 
there is practically no danger, and very little 
discomfort to the patient in making these ex- 
aminations. Very small children, and even babies 
are being successfully cystoscoped. In the fu- 
ture, I trust that more of our patients will be 
given the benefit of a complete urological 
examination. 


1507 Commerce Title Building. 


DIAGNOSIS AND DIFFERENTIAL DIAG- 

NOSIS OF THE PHRENIC AMPULLA, THE 

SHORT ESOPHAGUS WITH PARTIAL 

THORACIC STOMACH, AND HERNIA OF 
THE ESOPHAGEAL HIATUS* 


By R. P. O’BANNon, M.D. 
Fort Worth, Texas 


The recognition of the phrenic ampulla, the 
congenitally short esophagus with partial 
thoracic stomach, and hernia of the esophageal 
hiatus is essentially a radiological problem. 
Morrison® has said: 


“The number of cases diagnosed apart from x-ray ex- 
amination is no greater than it was in the eighteenth 
century, the great majority of cases being discovered in 
the x-ray room during routine examination of obscure 
stomach and chest cases or in the pathology department 
in the unexpected cases.” 


It would seem to be of significance, that all 
of the several cases of short esophagus with 
partial thoracic stomach and hiatus hernia col- 
lected by the author were first recognized at 
routine x-ray examination of the gastro-intestinal 
tract. In none of these cases was there a ciinical 
suspicion of the condition prior to the x-ray 
examination. Likewise, we have never been able 
to verify to this time a clinical suspicion of the 
presence of this type of hernia. 

The symptoms of the types of hernia under 
discussion are quite variable and there is no 
group of symptoms which can be considered as 


*Read in Section on Radiology, Southern Medical Association, 
Thirty-Ninth Annual Meeting, Cincinnati, Ohio, November 12-15, 
1945. 


particularly characteristic of such a condition, 
The condition may be entirely symptomless or 
it may be difficult to ascribe the symptoms of 
which the patient complains to any of these 
conditions which may be present. The symp. 
toms may closely resemble those of cholecystitis, 
cholelithiasis, gastric ulcer, duodenal ulcer, 
hyperacidity, cardiac disease, carcinoma of the 
cardia, stricture of the esophagus and appendi- 
citis. One or more of these conditions may also 
co-exist with some type of hiatus hernia in the 
same patient. In such an instance, the internist 
is confronted with the question as to whether the 
patient’s symptoms are due to the hernia or 
some associated unrelated pathology or whether 
both conditions are responsible for the patient's 
complaint. Spasm of the diaphragm may occur 
in attacks and produce an hour-glass deformity 
of the stomach with interference in emptying 
of the upper loculus and result in increased in- 
tragastric pressure. The spasm of the diaphragm 
may be associated with referred phrenic pain 
in the left shoulder and may be referred down 
the left arm. The increased pressure within the 
thorax may cause cardiac embarrassment with 
palpitation and tachycardia. These attacks may 
last only a few moments or for several hours 
and may readily be considered to be due to 
coronary sclerosis or myocardial disease. Dif- 
ficulty in swallowing may occur as a result of 
pressure of the herniated portion of the stomach 
upon the lower end of the esophagus or as a 
result of actual stenosis due to cicatricial con- 
traction of a healed or healing ulcer produced as 
a result of the herniation. The* types of hernia 
under discussion usually appear at the age period 
when symptoms of other unrelated conditions 
also commonly appear, all of which serves to 
complicate the evaluation of the patient’s com 
plaint. 

The phrenic ampulla is apparently entirely a 
functional or physiological bulbous-like dilata- 
tion of the lower most portion of the esophagus. 
It. is demonstrable only at x-ray examination 
when the esophagus is completely or moderately 
well filled. It apparently is not responsible for 
clinical symptoms and is of importance only 
in that it must be recognized as such and not 
confused with some type of hernia which it may 
closely simulate. It is an important source of 
possible diagnostic error. 
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The congenitally short esophagus with hernia 
of a portion of the stomach through the eso- 
phageal hiatus is not a true hernia. The condi- 
tion is the result of incomplete embryologic de- 
velopment, in which the stomach has never been 
below the level of the diaphragm; hence is not 
a true hernia of a once normally placed organ. 
Usually there is no enclosing hernial sac but the 
thoracic portion of the stomach may be enclosed 
in a sac of serous membrane continuous with 
the abdominal peritoneum and a portion of the 
omentum may be found partially to cover the 
thoracic portion of the stomach.* Allison® says 
that the congenital origin of this type of hernia 
is open to question and that it is likely that 
chronic inflammation and extensive ulceration 
and fibrosis may so shorten the esophagus as 
to produce herniation of the stomach or render 
a sliding hernia irreducible. The congenitally 
short esophagus is fairly commonly associated 
with a stenosis at the junction of the esophagus 
with the thoracic stomach,® and chronic peptic 
ulceration of the lower end of the esophagus is 
a fairly common complication. 

Hernia of the esophageal hiatus is a true 
hernia and is seen from childhood® to old age*® 
but is more frequent in individuals past the 


Fig. 1 A 


normal esophagus is of uniform transverse diameter 
ends in a prominent flat conical constriction. 


The 
and 
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age of 40 and may be either congenital in origin 
or acquired. The hernia probably develops as a 
result of relaxation of a potentially weak ring® 
with a decrease in muscular tone and increased 
intra-abdominal pressure or severe physical 
strain. The true acquired hiatus hernias are 
true hernias and have a hernial sac. The pres- 
ence of a hernial sac can be detected only at 
surgical exploration. Peptic ulceration of the 
herniated portion of the stomach is a moderately 
common complication of this typeof hernia. 
The normal esophagus is ordinarily considered 
to be a hollow muscular tube of uniform trans- 
verse diameter throughout its entire extent and 
SO appears as such on the x-ray film. It ends in 
a sort of flat conical constriction at the cardiac 
orifice of the stomach and may be entirely intra- 
thoracic, or a very small portion of the lower 
end of the esophagus may be intra-abdominal 
depending upon its point of insertion. The 
rugae of the esophagus are quite characteristic 
and are readily demonstrated with almost any 
type of barium meal. These rugae appear as 


The esophageal rugae appear as long thin straight lines 
which are rarely branched or broken and are usually 
readily differentiated from the coarse rugae of the fundus 
of the stomach. 
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practically continuous long thin lines of barium ance. They appear continuously to traverse 
and are not often branched or broken in appear- a considerable portion of the esophagus. The 
phrenic ampulla appears as a saccular dilata- 

tion of the lower end of the esophagus, is of 

variable size and may vary from a very slight 

dilatation to a very prominent smooth saccular 

dilatation with a slight band-like constriction 

at its upper margin and the usual appearance of 

the cardiac orifice at its inferior margin. This 

condition is entirely normal and is functional 

in origin and is not demonstrable at post mortem 

even though during life a very prominent am- 

pulla may have been present. It is of no clinical 

significance except that it must be recognized 

and differentiated from morbid conditions of 

very similar appearance, especially when the 

esophagus is completely filled with barium. The 

phrenic ampulla is fairly common in individuals 

past 40 years of age and of a hypersthenic 

habitus. It is exaggerated by a rapid swallowing 

of the barium mixture or by increase in the 

intra-abdominal pressure such as performing the 

_ Valsalva experiment. It partially or completely 

Small phrenic ampulla pil Ay slight dilatation of disappears _ completion of the act of summa 
ak ing and there is little or no delay in its com- 
and below the ampulla are moderately prominent. plete emptying regardless of the position in 
which the patient is placed. This is in marked 

contradistinction to the types of hernia which it 


Fig. 2 B 


Common type of phrenic ampulla. Band-like constriction 
at its upper margin with usual flat conical constriction Fig. 2 C 
of the esophagus at its inferior margin. This disappears 18. f 
completely on completion of the act of swallowing. A gas Large phrenic ampulla. This could be confused with one 
bubble is practically never present in the phrenic ampulla of the types of hernia because of its size and appearance 
or esophagus. if all of the diagnostic critera were not considered. 
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may simulate when the esophagus and fundus of 
the stomach are completely filled with the barium 
mixture. The normal rugae markings of the 
esophagus are, under proper conditions, readily 
traced through the entire phrenic ampulla. Since 
this is entirely a normal or functional condition 
it is essential that it be recognized and differen- 
tiated from a short esophagus with a portion of 
the fundus of the stomach above the diaphragm. 
These two conditions are very similar in appear- 
ance, especially when completely filled with 
barium. The phrenic ampulla apparently has 
not been described or recognized on direct ex- 
amination of the esophagus with the esophago- 
scope. 

The congenitally short esophagus with a 
hernia or rather consequent presence of a por- 
tion of the fundus of the stomach above the 
diaphragm, when completely filled with barium 
also appears as a bulbous dilatation above the 
diaphragm with a band-like constriction at its 
upper margin which marks the termination of 
the esophagus and usually a much less prom- 
inent constriction at the point where the herni- 
ated portion of the stomach passes through the 


Fig. 3 A 
Congenitally short esophagus with partial thoracic 
Stomach. Filled esophagus and fundus of the stomach. 
The esophagus enters the thoracic portion of the stomach 
directly and its entrance is marked by the usual prom- 
iment constriction with a much less prominent constriction 
where the stomach Passes through the esophagus. 
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diaphragm. This is best seen with the patient 
lying on the back and turned moderately to the 
left. This may be combined with a slight 
Trendelenburg position but is not essential. This 
filled bulbous portion of the stomach persists 
indefinitely after the completion of the act of 
swallowing and may be observed over a long 
period of time, as long as the patient remains in 
the same posture. On assuming the erect posi- 
tion the bulbous portion of the stomach filled 
with barium empties promptly but the same 
condition can again be demonstrated by placing 
the patient back in the original position. Dur- 
ing fluoroscopic observation the esophagus is 
seen to enter directly the apex of the bulbous 
dilatation. On turning the patient on the ab- 
domen, gravity allows the meal to flow into the 
pyloric end of the stomach with partial emptying 
of the fundus of the stomach. The coarse gastric 
rugae can then be visualized and clearly identify 
this region as a portion of the stomach. These 
rugae are often branched and are quite coarse 
and may be slightly whorled in appearance and 
are usually readily differentiated from the eso- 
phageal rugae. Also in this same position the 


Congenitally short esophagus with partial thoracic 
stomach. Patient pleced on the stomach allowing the 
barium to flow into the pyloric end of the stomach 
allowing the gas bubble to appear in the herniated 
portion of the stomach. The gas bubble and gastric 
rugae clearly identify this region as a portion of the 
fundus of the stomach. 
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gas bubble in the stomach is allowed to float 
into the fundus of the stomach and the gas 
shadow may plainly outline the portion of the 
stomach above the level of the diaphragm. This 
finding is not present in the phrenic ampulla. 
If no gas is present in the stomach the adminis- 
tration of a few grains of sodium bicarbonate 
and tartaric acid produces a very satisfactory 
gas bubble. This condition may produce a 
change in the position of the stomach in that 
the stomach tends to assume a more longitudinal 
position rather than its usual transverse position 
across the upper abdomen. This is more prom- 
inent in instances of marked shortening of the 
esophagus and may be absent in the minor de- 
grees of this condition. 

Confirmation of the diagnosis of the con- 
genitally short esophagus with a partial thoracic 
stomach may be obtained by esophagoscopic ex- 
amination when tissue removed from above the 
point of the first constriction will be identified 
as esophageal tissue, and gastric tissue, of course, 
may be obtained from below this point. 

With the presence of a true hiatus hernia, if 
the patient is placed on his back and turned 
moderately to the left and with the first swallow 
of barium observed fluoroscopically the barium 
is seen to descend the entire esophagus and en- 


Fig. 4 A 
Hernia of the esophageal hiatus. Filled esophagus and 
fundus of the stomach. The esophagus is seen to pass 
around the herniated portion of the stomach and enter 
the stomach below the level of the diaphragm. 
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ter the abdomen and then appear in the hernj- 
ated portion of the stomach. By rotating the 
patient a position may be found where the 
completely filled esophagus can be demonstrated 
to pass around the herniated portion of the 
stomach and enter the fundus of the stomach. 
The lower portion of the esophagus may be 
displaced mesially and form a hook-like curve 
about the hernia. The lower segment of the 
esophagus .may be tortuous and if the hernia 
produces pressure on the lower end of the eso- 
phagus, it may be moderately dilated. The size 
of the rounded mass of stomach obviously varies 
with the degree of the hernia and may vary 
from about a centimeter in diameter to a very 
considerable portion of the stomach. By turning 
the patient on the abdomen gravity will allow 
the barium to flow into the pyloric end of the 
stomach and the characteristic appearance of 
the gastric rugae will regularly be demonstrated 
in the herniated portion of the fundus of the 
stomach. If some barium still clings to the wall 
of the lower portion of the esophagus the char- 
acteristic rugae pattern of the esophagus may 


Fig. 4 B 
Hernia of the esophageal hiatus, partially emptied fundus 
of the stomach. The gas bubble and characteristic gastric 
rugae clearly identify the mass above the diaphragm 
as a portion of the stomach. A trace of barium in 
the lower end of the esophagus clearly outlines its 
course. 
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be demonstrated to pass around or across the 
herniated portion according to the position of 
the patient. Also this same maneuver allows the 
gas bubble to rise into the herniated portion 
of the stomach clearly outlining and identifying 
it as such. These findings in the herniated por- 
tion of the stomach remain constant and are 
only changed or affected by a change in posture. 


SUMMARY 


The recognition of the various types of hernia 
or protrusion of the stomach through the eso- 
phageal hiatus is essentially a radiological prob- 
lem. There is no group of symptoms which are 
at all suggestive or characteristic of this type of 
pathology. The condition may readily be over- 
looked unless some special attention is given to 
this region of the stomach and lower end of the 
esophagus. Observation of the region of the 
stomach and esophagus in various postures 
should be a routine part of every gastro-intestinal 
study and more especially if there are indefinite 
gastric symptoms or discomfort in the upper 
abdomen or lower chest. Under some conditions 
the conditions under discussion closely resemble 
each other but careful study will usually permit 
accurate detection of the type of hernia present 
and differentiate them from dilatation of the 
lower end of the esophagus. 
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DISCUSSION (Abstract) 


Dr. Robert J. Reeves, Durham, N. C—I should like 
to say I am very glad Dr. O’Bannon stressed the 
importance of fluoroscoping and rotating these cases 
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in various positions, because frequently the general 
Practitioners see one, two or three films the office 
girl has made of the stomach, possibly showing a 
hiatus or hernia in one film, but not fluoroscoping. 
They are not sure whether it is a congenital short 
esophagus or a true hiatus hernia. It is surprising how 
many physicians fluoroscope these patients only in the 
upright position and naturally these lesions at the cardia 
do not show. 


BASOPHILIC LEUKEMIA* 


By Apert E, Casey, M.D., 
T. E. Netties, M.D., 


and 


ELeaAnor H. Hippen, M.S. 
Birmingham, Alabama 


Whether there is a true basophilic leukemia 
distinguishable from the neutrophilic type is a 
much discussed problem. Doan and Reinhart? 
recently reported three cases which they be- 
lieved to be true basophilic leukemia. In these, 
there seemed to be no evidence of neutrophilic 
or eosinophilic leukemia, and the authors were 
of the opinion that these were possibly the first 
instances of this sort to be reported. 

A survey of the literature reveals few cases in 
which the basophil is the predominant cell in the 
blood picture. Instances of slight basophilia in 
neutrophilic leukemia were common, but there 
were found only 17 reports in the literature with 
basophilia of more than 25 per cent, including 
Doan and Reinhart’s cases. Of these, Joachim? 
(first case, 1906), Tomaszewski® (1911), Vasa- 
turo*t (1925), Tinti® (1926), Massa and Mari- 
oni® (1926), and Sabrazes* (1926) reported 
basophilia of 25 per cent or more, but in each 
case there was a neutrophilic leukemia which in 
nearly every instance outnumbered the basophils. 
No postmortem examinations were recorded. The 
cases of Lazarus’ (1901), and DiGuglielmo’® 
(1925) had between 30 and 50 per cent baso- 


*Read in Section on Pathology, Southern Medical Association, 
Thirty-Eighth Annual Meeting, St, Louis, Missouri, November 
13-16, 1944, 

*From the Laboratories of the Baptist and Jefferson Hospitals, 
Birmingham, Alabama. 


*We are indebted to Drs. H. A. Harris, Melson Barfield- 
Carter, Ralph Pfeiffer and Ethel Stuteville for furnishing us with 
the clinical data. 
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phils, but no white cell count or autopsy was 
reported. The remaining nine reports in the 
literature of basophilia of over 25 per cent were 
those of true leukemia confirmed by autopsy: 
Joachim’s? second case (1906), Elliott and 
Young" (1931), Lillie’? (1931), Groat, Wyatt, 


enormously enlarged spleen. A hemoglobin of 50 per 
cent, red blood cell count of 2,570,000, and a white 
blood cell count of 278,000 were recorded. No differ. 
ential count was recorded at this time. She was referred 
to a radiologist who gave x-ray treatment to the spleen, 
On January 12, 1943, the patient’s red blood count was 


Zimmer, and Field™ (1936), Miskall'* (1941), == 
and four cases by Doan and Reinhart (1941) .? 10/15/43 2/6/44 
The recent observation of a marked baso-  pemoglobin, 
i philia in a woman with leukemia, confirmed by Erythrocytes 3,540,000 Lael 
postmortem examination, and the possibility that Color index 
an analysis of this and the nine prior cases might Leukocytes = SC«S 0,400 16600 
: add some light to the problem of basophilic Peroxidase positive, per cent... 86 1 
leukemia prompts the publication of this case. Peroxidase negative, per cent 13 » 
Protocol—F. K., a white woman of 49 years, con- 
sulted her physician in the fall of 1942 because of Supravital and Wright’s Percent Perc. mm. Per cent Percmm 
: distention of the upper and lower abdomen. The 7 
patient’s mother had died of cancer at the age of Neutrophils ———, 14.0 7,056 5.5 913 
50 years. Neutrophilic myelocytes...28.0 14,112 2.5 4s 
i The patient had had the usual childhood diseases =9sinophil 4.0 2,016 0.5 83 
and also malaria as a child. Her only operation was a Eosinophilic myelocytes_...10.0 5,040 ft) 0 
4 repair of the cervix and perineum in 1935. Menses_ Basophils 4.0 2,016 66.5 11,049 
began at the age of 13, occurred every 28 days, lasted  Basophilic myelocytes... 4.0 2,016 65 1,079 
: 4 days, and were occasionally accompanied by slight Unctassified myelocytes 22.0 11,088 5.0 830 
pain. The patient had six pregnancies: four normal 3,024 
deliveries and two miscarriages. The last pregnancy, a 
q miscarriage in 1936, was accompanied by considerable IG mn ED tees 10.0 1,660 
loss of blood. In 1937 her hemoglobin was 75 per termediate lymphocytes 6 0 1.0 166 
f cent. In 1940 the menopause occurred with a gradual] Monocytes ——.___« 6.0 3,024 3.0 508 
f cessation of flow. In 1941 an extensive hemorrhage Normoblasts —........ 0 0 8.0 1,328 
followed the extraction of teeth. 
On examination the family physician discovered an Table 1 


Fig. 1 
Photographs showing (A) relatively normal neutrophil, (B) basophil and basophilic myelocyte, and (C) occasional 


nucleated red blood cells. 
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4,700,000, white blood count 2,200, with neutrophils 65 
per cent, lymphocytes 29 per cent, and monocytes 6 
per cent. 

On February 24, 1943, the basal metabolic rate was 
—35 per cent. On October 15, 1943, the patient entered 
the Birmingham Baptist Hospital for blood studies, and 
a diagnosis of chronic myelogenous leukemia was made 
(Table 1). The patient was lost sight of until February 
5, 1944, when she entered the Jefferson Hospital and 
was referred to the pathologist for blood studies (Table 
1). A diagnosis of basophilic leukemia was made. At 
the time of admission she had a markedly enlarged 
spleen with distention of the abdomen, and the skin 
had a yellow tinge. Her temperature was 103.8°, 
pulse 90, and respiratory rate 30. The urine was amber, 
cloudy, acid, specific gravity 1.010, 0-4 white blood cells 
per high power field, occasional red blood cells, a 
few squamous epithelial cells and many bacteria. The 
Kline was negative. 

In getting the interval history, it was found that 
the patient had had x-ray treatments from various 
radiologists in the city. 

During the 20-day stay in the hospital, the tem- 
perature was usually 98 to 99° in the mornings and 101 
to 103° in the afternoons. The pulse varied from 80 
to 110, and the respiratory rate from 20 to 35. The 
patient died on February 25, 1944, and postmortem 
examination was performed. During the temporary 
absence of the pathologist, supravital studies and alcohol 
fixation of the tissues were not done. 


Postmortem Examination—The body was that of a 
white female of 49 years weighing about 150 pounds 
and measuring 5 feet, 3 inches. The right pleural cavity 
contained about 100 c. c. of straw colored fluid, and 
the left about 50 c. c. Several adhesions bound the 
middle lobe of the right lung to the parietal pleura. 
The heart weighed 320 grams, appeared normal in size 
and was shifted to the left side. The hilar nodes of 
the lungs were enlarged and hard. The spleen weighed 
965 grams. There was a small accessory spleen attached 
by a pedicle to the enlarged spleen. The liver weighed 
1,460 grams, and extended 5 inches below the costal 
border in the mid-clavicular line. The surface was 
smooth. The gallbladder contained about 150 c. c. of 
dark green bile. No calculi were found. The esophagus, 
stomach, small and large intestine, and the adrenals 
were not remarkable. The kidneys were slightly swollen, 
the capsules stripping with ease. On section the 
parenchyma had a normal appearance. The ureters and 
urinary bladder were not dilated. The uterus, right 
ovary and fallopian tubes were of normal size. The 
left ovary was markedly dilated and had one cyst 
about 7 cm. in diameter filled with clear fluid. The 
aorta had no evidence of sclerosis. The bodies of the 
lumbar vertebrae cut easily, had a somewhat cystic 
appearance, and were very fragile. The ribs fractured 
easily, 

Provisional Anatomic Diagnosis —History of basophilic 
leukemia; marked splenomegaly, slight serous effusions, 
lung; hepatomegaly ; friable hyperplastic bone marrow. 
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Microscopic Examination—The heart had large num- 
bers of granulocytes and blast cells in the blood vessels 
and slight infiltration of the interstices in some in- 
stances with these cells. The lungs showed album- 
inous debris in the alveolar spaces, a few instances 
of what seemed to be coagulation necrosis of the blood 
vessel walls and neutrophils in the surrounding tissue, 
but no true thrombosis. Many nucleated cells were 
seen in the blood vessels. The spleen showed diffuse 
infiltration of the pulp with neoplastic cells of blast 
type with the preparation used (hematoxylin and 
eosin) ; basophilic cells did not stand out, but eosino- 
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phils were moderately numerous and there were a few 
cells resembling neutrophils and neutrophilic myelocytes. 
The predominant cells, however, were blasts and there 
were scattered mitoses. Red cells were few. The blood 
stream contained large numbers of immature cells. The 
gallbladder had autolysis of the mucosa, a few lym- 
phocytes in the adventitia and muscularis. The liver 
had moderate infiltration of the sinusoids and interstices 
with nucleated white cells and blast forms. In some 
portions there was especially marked infiltration of 
the sinusoids with the immature cells. The pancreas 
had infiltration of the granulocytes and blast cells in 
the interstices. The intestine had fairly good preserva- 
tion of the mucosa. Stomach had many plasma cells 
in the mucosa with slight infiltration with blast cells 
and granulocytes. The adrenals showed slight focal 
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infiltration of the medulla with blast cells. There was 
marked lipid and hydropic change in the mid-cortica} 
zone. There was only moderate infiltration of the 
kidney with granulocytes and blast cells. With the 
fixative used, the neutrophils could not be differentiated 
from basophils. Occasional eosinophils were noted, 
There were a few blast cells. Of 50 glomeruli counted, 
one was hyalinized. The ovary was for the most part 
sclerotic, and had hemorrhagic cysts containing much 
brown pigment. The lymph nodes showed slight in- 
filtration of the lymph cords in the medulla and 
sinusoids with blast cells and granulocytes, nearly all 
of which wete not eosinophils. The sternal bone marrow 
showed marked hyperplasia, masses of blast cells, a 
few mature granulocytes, few of which were eosinophils, 
Repeated blood antemortem examinations using supra- 
vital, Wright’s and peroxidase stains showed a marked 
myelogenous shift with between 60 and 80 per cent 
mature or slightly mature basophils (Table 1). 
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Additional Histologic Diagnosis (See anatomic diag- 
nosis) —Basophilic leukemia involving spleen, liver, bone 
marrow, blood stream, interstices of lungs, pancreas, 
myocardium, kidneys, adrenals, and stomach. 


DISCUSSION 


The blood picture in our patient had a shift 
from a neutrophilic leukemia, five to twenty 
months prior to death, to a definite basophilic 
leukemic pathology during the several weeks 
before death.* In both instances the counts 
were checked and rechecked using the supra- 


*The function of the water soluble ules of the basophil 
is unknown, although Holmgren and Wilander! have identified 
the tissue basophil as a source of heparin. From studies by the 
senior author using the supravital method, the basophil granules 
in the blood of the rabbit are noted to be of a distinct size, highly 
refractile, multifaceted, and intermediate in size between the 
neutrophilic granules and eosinophilic granules. In the rabbit, the 
basophils in the blood are greatly decreased antemortem, and at 
the height of illnesses from which the animal recovers.1718 The 
blood basophil level is found to have hereditary variations in the 
rabbit, some breeds of animal having 300 per cu. mm. and others 
as many, as 600 per cu. mm.2®20 The blood basophil is in the 
rabbit Telated to the resistance of the animal to the spread 
of syphilis,**? and to the metastasis from a malignant 
tumor. The blood basophil level in man is generally so low 
that few studies on “its variation have been attempted. 
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vital method.** The blood picture terminally 
was unique in that, with a total white cell count 
of 16,600 the blood levels of the neutrophil, 
eosinophil, monocyte, and lymphocyte were 
within normal limits. Only the basophilic level 
was increased. This increase was of the mag- 
nitude of 300 per cent over the picture five 
months before death, and 40,000 per cent over 
the normal basophil level in man, a truly 
leukemic state. 
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A study of the nine reports in the literature 
having a true leukemia confirmed by autopsy 
and a blood basophilia of over 25 per cent cent 
revealed that the reports by Lillie (on a dog), 
by Miskall and Doan and Reinhart (fourth 
and fifth patients) had only terminal blood 
work. There were no clinical observations, ex- 
tending back over a period of months, and even 
Doan and Reinhart’s third case had observations 
which extended back less than one month prior 
to death. The remaining five cases together with 
our own case were then analyzed (including 
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The level of the neutrophils and the basophils 
were plotted from the first recorded observation 
until the patient’s death (Figs. 2 to 8). In each 
instance there was a prior neutrophilic state 
treated by radiation, and only a terminal pre- 
dominant basophilia. This observation recon- 
firms Joachim’s and Sabrazes’ suggestion that 
the blood basophil is radioresistant in contrast 
to the neutrophil which is usually radiosensitive, 
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Although in each of the 6 instances the pa- 
tients were treated by radiation there are certain 
reasons for believing with Doan and Reinhart 
that the basophilia may be independent of the 
radiation. In their third, fourth, and fifth cases 
a basophilic state was noted in some tissues or in 
ascitic fluid when there was no history of prior 
radiation. Since no prior laboratory examina- 
tions were available in Doan and Reinhart’s 
fourth and fifth and in Miskall’s case (quoted 
by them), there is no evidence that a prior 
neutrophilic state had not existed. Their third 
case which had observations less than a month 
prior to death had a preliminary neutrophilia in 
the blood and only terminal basophilia. 

The authors feel as strongly as Doan and 
Reinhart that before reports of basophilic 
leukemia are made supravital and peroxidase 
studies, in addition to Wright’s and Giemsa, 
should be made, and that fresh examinations of 
the tissues antemortem and postmortem by these 
methods and fixation in alcohol should be a 
prerequisite to reporting further cases. In addi- 
tion, the authors stress the urgent need of 
clinical and laboratory observations of from 3 
months to several years prior to death. To date 
no case with such preliminary observations has 
been reported with marked terminal basophilia 
in which neutrophilia was not preponderant one 
month before death. 


SUMMARY AND CONCLUSIONS 


The paper records the sixth case of basophilic 
leukemia in the literature with clinical observa- 
tions for at least one month before death. In 
each of the six cases the basophils outnumbered 
the neutrophils only during the five weeks 
prior to death. There is no evidence at present 
that basophilic leukemia ever occurs except as 
a terminal phase of neutrophilic leukemia. 
Although each of the six cases had received 
prior radiation it is possible that radiation is 
hot necessary for the development of a terminal 
basophilic state. 


Because most reports in the literature are 
fragmentary and inconclusive a recommendation 
is made that only those cases should be re- 
Ported as basophilic leukemia which have (ft) 
blood studies using supravital and peroxidase 
together with routine blood examinations; (2) 
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hematological observations on the patient should 
be available for more than 3 months prior to 
death; (3) postmortem examination with supra- 
vital studies of smears from bone marrow, blood, 
spleen, lymph nodes, and alcohol fixation of the 
tissues for the preservation of the water soluble 
basophilic granules. 
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DISCUSSION (Abstract) 


Dr. Robert A. Moore, St. Louis, MoI have nothing 
to add about basophilic leukemia, but I have had some 
experience in trying to unravel the similar problem of 
eosinophilic leukemia. I am glad that Dr. Casey has 
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come to the conclusion he has. I, and others who have 
worried with this problem, came to the same conclusion 
that it is a terminal discharge of cells. The disease is 
basically myeloid leukemia. When one sees in the tissue, 
extreme eosinophilia in myeloid leukemia, it does not 
change the basic diagnosis. 


BACTERIAL ALLERGY, A MISNOMER* 


By Marion T. Davinson, M.D. 
Birmingham, Alabama 


Confusion in the meanings of words in which 
we express thoughts is the cause of a great deal 
of confusion in our thinking. I have believed for 
a long time that bacteria do not cause allergy 
in human beings and the object of this paper 
is to set forth proof of that contention. To do 
this we must first come to a definite understand- 
ing of what we mean by certain terms. 

The definition of allergy which most closely 
fits my own ideas is found in Dorland’s “Medical 
Dictionary” and is defined as “A condition of 
unusual or exaggerated specific susceptibility to 
a substance which is harmless in similar amounts 
for the majority of members of the same 
species.” If we substitute hypersensitivity for 
susceptibility I believe it makes the meaning fit 
the modern concept more closely. Thus the def- 
inition becomes “A condition of unusual hyper- 
sensitivity to a substance which is harmless in 
similar amounts for the majority of members of 
the same species.” 

This is a contraction of the original meaning 
of the term as coined by von Pirquet who de- 
fined it as a changed reaction capacity which 
the human or animal gains through recovery 
from disease or through treatment with foreign 
substances.! This definition very evidently suits 
our present concept of anaphylaxis better than 
it does allergy. If we remove from this definition 
the word human and leave it as a changed re- 
action capacity which the animal gains through 
treatment with foreign substances we have the 
concept which seems to me to most closely fit 
our present ideas of anaphylaxis. 


Von Pirquet’s definition of allergy is the one 


*Read in Section on Allergy, Southern Medical Association, 
Thirty-Ninth Annual Meeting, Cincinnati, Ohio, November 12-15, 
1945, 
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still adhered to by many immunologists and bac- 
teriologists.2 This is the cause of much con- 
fusion in medical literature since many authors 
evidently are writing of anaphylaxis but refer 
to it as allergy. Since I do not believe that 
bacteria cause true allergy in human beings | 
feel that the term bacterial allergy is a misnomer 
and I hope to prove it in this paper. I am 
certain that we have bacterial infection super- 
imposed on allergy but not bacterial allergy. 


To me the word allergy has always brought to 
mind three groups of closely related symptoms 
all mediated by the same local pathology of the 
affected part: the asthma group of wheezing, 
expiratory dyspnea, cough and frothy mucous 
sputum; the hay fever group of sneezing, itch- 
ing, watering and tearing; and the urticaria 
group of itchy welts and swelling, all without | 
fever and all dependent upon a common path- 
ology of transitory edema of the locally affected 
areas with smooth muscle spasm possibly play- 
ing a part. 

The allergic phenomenon is completely and 
rapidly reversible. It arises within minutes to 
hours after exposure to the allergen. It reaches 
its zenith in minutes and after lasting from a 
few hours to days and even months or years 
when it begins to subside it fades away like 
snow before a warm spring breeze, leaving no 
trace of its presence. Many autopsies have been 
reported? on cases dying in asthmatic attacks 
and the only specific findings have been 
emphysema, thickening of the mucosal and 
muscular coats of the bronchi and muco-purulent 
plugs in the bronchi. In some cases the path- 
ologists have been doubtful of the cause of 
death so slight were the postmortem findings. 

In contrast to the allergic phenomenon is the 
phenomenon of bacterial infection with its com- 
paratively slow onset with fever, chilly sensa- 
tions, generalized aching and local pain and 
swelling. In other words, the classical rubor, 
tumor, calor and dolor. In cases of recovery 
thé slow decline of symptoms with weakness, 
anemia and frequent complications which make 
a very dissimilar picture. 

The various manifestations of tuberculosis 
have been widely cited by many bacteriologists 
as examples of bacterial allergy. When Robert 
Koch* made his classical studies of tuberculosis 
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the word allergy had not been coined. How- 
ever soon after the specificity of the skin tests 
for allergens had been established’ the effort 
began to correlate the skin tests for tuberculin 
and other bacterial products with the specific 
skin tests for allergens. 

At this point a few more definitions are apt. 
In the medical dictionary already quoted above 
the word poison is defined as “Any substance 
applied to the body, ingested, inhaled or de- 
veloped within the body, which causes or may 
cause damage or disturbance of function.” 
Toxin is “Any poisonous substance of microbic, 
animal or vegetable origin.” Strictly speaking, 


‘toxins are antigenic in nature and stimulate 


the formation of antitoxins. On the other hand 
an allergen is any substance capable of inducing 
allergy or specific hypersensitivity. 

The positive skin test reaction for bacterial 
toxins has been so widely attributed to allergic 
sensitivity to those toxins that most books on 
immunology completely ignore the fact that any 
other interpretation is possible. A more logical 
explanation seems to me to be that the normal 
human body contains immunogens or antitoxins 
to many bacteria or develops them in small 
amounts very early in life following the first 
exposure to these bacteria. So long as this small 
supply is intact the skin is protected against the 
small amount of toxin used for the skin test. 

The above facts would explain why the skin 
test for tuberculin develops only after actual 
tubercle infection. For actual tubercle for- 
mation has been demonstrated as a prerequisite 
before the development of the positive tuber- 
culin test.6 It cannot be stimulated by injec- 
tion of tuberculin in normal individuals at what- 
ever previous interval or in any amounts. Under 
conditions of actual infection sufficient tubercle 
toxin is formed in the body to neutralize the 
small amounts of antitoxin already present thus 
leaving the skin unprotected against the toxic 
action of the tuberculin injected for the test. 
This seems to me to be a more logical explana- 
tion of the positive skin test than allergic sensi- 
tivity to the toxin. Similar conditions explain 
the skin test for other bacterial toxins. 

This brings out one of the basic differences 
between allergic sensitivity and bacterial intoxi- 
cation, for the skin test for allergens means 
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hypersensitivity, while the skin test for bacterial 
toxins means lack of immunity. The skin test 
reaction for allergens is allergic being purely 
transitory edema while the reaction for toxins 
is inflammatory. 

Since tuberculosis is widely accepted as the 
type for-bacterial allergy we should carry the 
comparisons to their ultimate conclusions before 
passing and remind purselves that while the 
pathology of allergy is transitory edema, the 
pathology of tuberculosis is inflammation. In 
allergy the edema is so transitory that it may 
fade away completely in a matter of a few 
minutes leaving a patient who at one time is 
about to suffocate for want of sufficient space 
in the bronchial tubes for air to pass to the 
lungs in a matter of a few minutes after the 
spell begins to pass is comfortable and very 
shortly may feel practically normal. 

In contrast to this state of affairs is the tuber- 
culous patient with the inflammatory reaction 
in the lungs passing through all stages of in- 
flammation to caseation and complete destruc- 
tion of tissues with lungs about which no path- 
ologist need ever doubt of the nature of the 
lesion causing death or in case of recovery no 
doubt is left years later of the presence of this 
grim horseman of disease. Just as tuberculosis 
does so may all other bacterial infections stim- 
ulate inflammation passing through all its vari- 
ous stages to complete destruction of local tissues 
and in case of recovery repair by scar tissue. 

Now the question arises as to the relation be- 
tween antigen and allergen and, from the point 
of view of this paper, the very pointed question, 
are bacterial toxins ever allergens? Antigens are 
substances whose presence in the animal or- 
ganism stimulates the formation of antibodies. 
Allergens are substances which stimulate al- 


COMPARISONS 
Skin tests 
Allergens Bacteria 
Type Allergic Inflammatory 
Time of appearance._.20 to 30 minutes 24 to 48 hours 
Duration __..__+____.__.60 to 80 minutes 48 to 96 hours 
Implications Hypersensitivity Absence of immunity 


Table 1 
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lergic reactions. Allergens do not stimulate the 
formation of antibodies, at least not in connec- 
tion with allergy in the human being. Some 
allergens have been shown to be antigens in 
animals as animal sera and danders and egg 
white. Numerous others such as house dust, 
milk, other foods and pollens have failed to 
show any antigenic qualities in animal experi- 
mentation or in human allergy. Instances to 
support these statements are cited in almost all 
textbooks on allergy. 


Many bacterial toxins are antigens since they 
stimulate the formation of antibodies or immune 
bodies both in animal experimentation and in 
human inoculation. Typhoid, diphtheria, tetanus 


and many other bacteria stimulate antibodies — 


while some bacteria have not done so. Tuber- 
culosis is the outstanding instance of bacterial 
invasion without demonstrable antibody forma- 
tion. 

Although no demonstrable antibodies have 
ever been found for allergens in human allergy 
either by in vitro experiments in the laboratory 
or by animal inoculation, the presence of sensi- 
tizing substances in the blood of allergic human 
beings is postulated on the experience with the 
method of passive transfer.’ The presence and 
specificity of these reagins has caused a great 
deal of experimentation and discussion. Some 
authors seem impressed with their value while 
in the minds of others there is still doubt. 
My own experience with the passive transfer 
method, though admittedly small, was so dis- 
couraging that my feeling is one of doubt as 
to their specificity. 


We must remember, however, that allergic 
reagins even if they are indubitable, differ from 
antigenic antibodies. Antigenic antibodies are 
formed in the animal body as protection against 
the poisonous antigenic toxins. Allergic reagins 
are the sensitizing bodies themselves and are not 


antigenic, nor antitoxic. Antigenic antibodies 
do not explain why these antigens are poisonous 
to the animal body nor do atopic reagins ex- 
plain why the human body becomes hypersensi- 
tive to allergens. 
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Allergy as we have already explained, is a 
state of hypersensitivity existing in some mem- 
bers of the human family and exhibited on cop- 
tact with one or more substances in common 
everyday usage to which the average individual 
exhibits no unpleasant reaction. 

Sensitivity is a common attribute of living 
matter. All living matter is sensitive to stimuli 
from external contacts. The human organism 
exhibits a peculiar capacity for becoming hyper- 
sensitive to one or more of the normal contacts 
to which most individuals do not give unpleasant 
reactions. Neither the reason for this state of 
affairs nor the mechanism by which it is brought 
about are understood. As a consequence of this 
no immunity is possible in allergy, only various 
degrees of sensitivity. Immunity from sensitivity 
would imply destruction of life and thus the only 
immunity from sensitivity is death itself. 

It is common knowledge that we can affect 
the degree of hypersensitivity by inoculation 
with the specific allergen by a slow process of 
gradually increasing doses beginning with ex- 
tremely minute amounts. The method by which 
this relative hyposensitization is brought about 
is not understood and the results are often un- 
comfortably transitory in character. However, 
no antibodies have ever been shown to allergens 
in relation to human allergy and so allergens are 
not antige.s in relation to human allergy. 

In contrast to allergy and allergens, bacterial 
toxins are a class of poisonous proteins which are 
poisonous to all members of a family or class 
of animals including the human family. They 
are poisonous to all or to none of any particular 
family of animals and the first dose will kill if 
given in sufficient quantity, thus making it un- 
necessary to invoke anaphylaxis as the cause of 
death. 

My own experience with bacterial products in 
treatment of allergy covers a period of more 
than twenty years. I first made autogenous vac- 
cines for many individuals by culturing the se- 
cretions from the air passages. The various 
organisms were separated and cultured and then 
suspensions of the individual organisms were 
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made and tested by the intradermal method. 
The organisms giving positive reactions were 
then combined into the vaccine used for treat- 
ment. 

The only positive reaction I have ever seen 
to purely bacterial products has been of the in- 
flammatory type requiring 24 to 48 hours for 
full development. The plan of treatment was 
varied from that used with allergens to the 
usual type of immunization to bacterial toxins. 
In other words, in one plan the inoculations are 
started with minute doses gradually increased 
over a long period of time. The other or im- 
munizing plan is to start with relatively enor- 
mous doses and try for the stimulation of anti- 
toxins or antibodies by inoculation of a few 
enormous doses. Just as I have never seen any 
typical skin reactions to bacterial products so 
I have never seen any typical constitutional 
allergic reactions to bacteria. The only re- 
action I ever experienced to bacteria has been 
the typical reaction to bacterial toxins or fever, 
chilly sensations and generalized aching. 

In many instances where none of the or- 
ganisms in the culture gave any skin reactions 
all were combined into the final vaccine used. 
Also in many cases the ordinary stock bac- 
terial vaccines have been used. No matter what 
bacterial product was used or what plan of in- 


COMPARISONS 
Allergy Infection 
Constitutional Wheezing, dyspnea, Fever, chills, aching, 
symptoms sneezing, itching, Prostration, leukocytic 
tearing stimulation 
—_ manifes- Edema, watering, Rubor, tumor, calor, do- 
tions smooth muscle lor 
spasm 


Complications Few and infrequent, Many and varied. Heart, 
emphysema, bron- kidneys, blood and 


chiectasis others 
Recuperation Prompt on relief of Slow and accompanied by 
symptoms prostration and anemia 
Residuals Disappearance and re- Destruction of tissues and 
turn to normal replacement by scar 
Treatment Specific allergen Immune serum 
Medication 


Sympathomimetic Bactericidal agents 
drugs 


Table 2 
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oculation tried my results in the treatment of 
allergy with bacterial products have been equally 
ineffectual and equally disappointing so that I 
long ago decided that bacteria were not allergens 
and did not incite allergy. I believe this is the 
common experience. Although the effort to cure 
allergy by antibacterial methods seems to be 
continuous, so far as I know no case of true 
bacterial allergy has ever been reported. 

To summarize then, allergy is a state of 
hypersensitivity existing in some members of 
the human family, to substances which are harm- 
less for the majority of members of the family. 
The reason for this hypersensitivity is not under- 
stood but no immunity is possible since im- 
munity is only possible through destruction of 
life. However, the degree of hypersensitivity 
can be lowered in many cases by injections of 
the specific allergen, beginning with relatively 
minute doses and gradually increasing to the 
point of tolerance. No demonstrable antibodies 


are stimulated in this process and the decrease 


in sensitivity is not permanent. 

Bacterial toxins on the other hand, are a class 
of poisonous proteins which are poisonous to all 
members of the human family or none depend- 
ing upon the bacteria. The reasons why these 
proteins are poisons are not known but high 
degrees of immunity are stimulated by several 
methods; repeated subclinical exposures, re- 
covery from the specific diseases or inoculation 
of a few relatively enormous doses of the toxin. 
The immunity when once established is com- 
paratively permanent. Thus bacterial toxins are 
antigens. Bacterial products do not stimulate 
allergic response and thus they are not allergens. 
Consequently bacterial allergy is a misnomer. 
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ERUPTIONS ON THE HANDS: THEIR 
DIAGNOSIS AND TREATMENT* 


By NorMan Tosias, M.D. 
St. Louis, Missouri _ 


George David Stewart, the late eminent New 
York surgeon, used to tell his students: 


“The stomach is the spokesman for the entire gastric- 
intestinal tract and speaks in terms of altered motility 
and secretion.” 


To paraphrase him, the dermatologist can truth- 
fully state that the hands are the mirror of the 
psychosomatic and somatic systems and speak 
in terms of altered secretion, innervation, kera- 
tinization, and immunologic reactions. 

Skin eruptions on the hands and fingers are a 
perplexing diagnostic problem. Next to derma- 
toses of the face they are probably the source of 
more anxiety than any other group of skin con- 
ditions. They not only interfere obviously with 
the routine of daily life, but also handicap the 
patient socially and economically. Over 50 per 
cent of all occupational dermatoses affect the 
hands to a greater or lesser degree. 


Predisposing causes are numerous, and include 


focal infection, the season of the year, the ex- 
posed nature of the parts, the endless number of 
possible irritants, trauma, occupation, age, sex, 
hyperhidrosis, cleansing habits, metabolic dis- 
orders, psychosomatic states, type of skin, 
previous allergic history, presence of pedal 
fungus disease, and vasomotor instability. 


GENERAL DIAGNOSIS 


It is well to emphasize at this point that the 
usual reaction on the part of the average phy- 
sician as well as the layman, is to consider most 
eruptions limited to the hands or fingers as ring- 
worm or a migratory form of “athlete’s foot.” 
The chances are that Whitfield’s ointment, a 
proprietary antipruritic preparation, or a salve 
containing salicylic acid, a sulfonamide or tar 
will be prescribed. Since a majority of these 
drugs are potential sensitizers, the eruption 
usually is aggravated. 


*Read in Section on Dermatology and Syphilology, Southern 
Medical Association, Thirty-Ninth Annual Meeting, Cincinnati, 
Ohio, November 12-15, 1945. 
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The differential diagnosis of these cases re- 
quires an organized system of history taking ang 
examination. In every case of dermatitis of the 
hands, the entire cutaneous surface must be 
examined, including the feet. 


HISTORY TAKING 


Proper history taking in these cases is more 
or less an art. We all realize that it is definitely 
a necessity if good results are to be obtained, 
Many a difficult diagnostic problem has been 
solved by taking a good history. 

The following outline has served well in an 
attempt to establish a diagnosis in cases of 
dermatoses of the hands. This form may be 
augmented to suit the individual case. 


HISTORY-TAKING IN PATIENTS WITH DERMATOSES 
OF THE HANDS 
Occupation and detailed description of work. 
General health. Effect of previous illness on eruption. 
Previous attacks and effect of treatment. 
Presence of other skin diseases (patient must be strip- 


ped to verify statement). 


Previous trauma. Did it inaugurate dermatosis? 

Allergic history, drug, bacterial or atopic. 

Psychosomatic aspects. Effect of psychomatic stress 
on eruption. 

Dietetic. Effect of food habits. 


Endocrine and hormonal. Effect of thyroid or estro- 
genic substances. 


Present or past history of fungus infection of feet, 
and effect on eruption. 


Personal cleansing technic, type of soap, and frequency 
of washing. 

Contacts: occupational, recreational, or domestic. 

Effect of removal of focal infections on eruption. 

Previous treatment, type, and effect on eruption. 

Seasonal incidence, if any. 

Site of original lesion. 

Type of original lesion. 

Patient’s explanation of cause. 


PHYSICAL EXAMINATION 


In every case of dermatitis of the hands, the 
patient should be stripped and the entire cu- 
taneous surface examined for the presence of 
scabies, psoriasis, seborrheic dermatitis, fungus 
disease of the feet, and any other condition which 
might affect the hands secondarily. To do less 
is not fair to the patient or the examining phys! 
cian. Many errors in diagnosis have been made 
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and will continue to be made unless a complete 
physical examination is performed. 


The following form is used in these cases: 


General examination of skin 
Examination of hands 
Palms 

Thenar eminence 
Hypothenar eminence 
Fingers 

Interdigital spaces 
Dorsum hands 

Nail plate 

Nail folds 

Paronychia 

Wrists 

Forearms 

Cultures taken 
Smears taken 

Kahn taken 


In order to determine the frequency of der- 
matoses of the hands in private practice, a study 
of 200 cases was made. Study was confined to 
the eczematoid and vesicular conditions which 
might confuse the general practitioner. Warts, 
paronychia, keratoses, impetigo and similar dis- 
eases which are relatively simple to diagnose, 
were not included. 


In the unknown group were cases of chronic 
scaly dermatitis of the palms and recurrent in- 
dolent vesicular eruptions of the fingers which 


RELATIVE FREQUENCY OF ECZEMATOID AND 
VESICULAR ERUPTIONS OF THE HANDS AND 
FINGERS (private practice) 


No. of Cases Percentage 


Contact dermatitis 


40 
Dermatophytids (vesicular) 22 
Pompholyx, geni 16 8 
Infectious eczematoid dermatitis...» 9 
Disseminated neurodermatitis .. 7 3.5 
Pustular bacterids 6 3 
Dermatophytosis 8 4 
Nemmular eczema 2 
Seborrheic dermatitis 3 1.5 
Streptococcic dermatitis 0 2 1 
Dermatitis repens 1 0.5 
Unknown 11 5.5 
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were not classified, as they were composite der- 
matoses. 


CONTACT DERMATITIS 

The importance of this group is emphasized 
by the large proportion of cases in this study 
(40 per cent). In a similar analysis made by 
Davidson and Birt! 30 per cent of their cases 
were contact dermatitis while 61 per cent of 
Jordan’s* cases were also in this category. 

In this series of 80 cases it is noteworthy that 
51 or 64 per cent occurred in housewives and 
the remainder in factory workers, dentists, phy- 
sicians, nurses, cooks, bartenders, and so on. 

The cases in housewives were caused by non- 
specific hypersensitivity to soap and washing 
powders in 43 per cent. Miscellaneous con- 
tactants were silver polish, jewelry, turpentine, 
varnish, colored yarn, citrus fruits, carrots, moth 


. balls, pyrethrum and ointments used on the scalp 


or feet (sulphur, sulfathiazole and phenol mer- 
curic nitrate.) 

Occupational cases were gasoline, cutting oils, 
glue, soaps, formaldehyde, plaster of paris, ce- 
ment, sugar syrups, photographic solutions, and 
so on. 

Waldbott® lists these additional causes in 
housewives: nickel, household plants, horse- 
radish, insecticides, wood handles, rubber ar- 
ticles, oil cloth, paint, shampoos. 


Clinical Appearance.— The lesions are ill- 
defined superficial patches of dermatitis usually 
papulo-vesicular but may be erythematous at 
first and run through the various inflammatory 
stages. Complications include eczematization, 
autosensitization, lichenification or secondary in- 
fection. 


Location.—The lesions usually appear first on 
the dorsum of the right hand, or over the 
knuckles. They may affect the left hand at a 
later date to a lesser degree. The palms are 
rarely involved but in 3.5 per cent a secondary 
pompholyx developed. The usual sites are the 
dorsal surface, the webs, the sides of the fingers 
and tips. If unchecked, the eruption may spread 
to the wrists and forearms. In 5 per cent of our 
cases the face was also affected (volatile irritants 
and dusts). 


Diagnosis is made by a history of exposure to 
a known irritant, clinical features and limita- 
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tion usually to the dorsum of the hands, or 
sides or tips of fingers. Contact dermatitis from 
soap and scouring powder is usually worse in 
winter and often starts at the base of the thumb 
of the right hand. Patch tests may be useful in 
determining the cause, but proper technic and 
dilutions of the suspected agent are necessary 
in evaluating the results. 


Other diagnostic points include the pattern 
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CONTACT 


In order to determine what is irritating your skin, please 
list all substances, materials, cleansers and products 


SURVEY 
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of the eruption, symptoms of severe itching, in. 
tensity of eruption at the original site of the 
contact, history of flare-ups within 24 hours 
after last exposure, periods of freedom during 
absence of contact, improvement following re 
moval of cause, and favorable response to sooth- 
ing local therapy. 


Possible contactants may be so numerous or 
their recognition so difficult that only a de 


which you use, wear, touch or handle and which came in 


contact with the skin of your hands. 
seven sheets, one for each day. 


You will be given 
Be thorough and observant. 


ACTIVITY 
AT THE TIME 


EFFECT ON ERUPTION 
FOR WEXT 24 HOURS 
(APPEARANCE ANO ITCHING) 


SUBSTANCES 
WANDLED 
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tailed questionnaire, Fig. 1, can shed light on 
the possible sensitizer of sensitizers. 


Treatment.—Removal of the offending sub- 
stance is the first principle. Therapy should vary 
with the changing phases of the disease. Acute 
cases should be treated with wet packs of 0.5 
per cent aluminum acetate until edema and 
weeping are controlled. The subacute cases often 
respond to calamine linament (add 5 per cent 
liquor carbonis detergens for the itching) or an 
ointment consisting of xeroform 5 per cent, zinc 
oxide and talc, 20 per cent of each in an aqua- 
phor base. Light mineral oil, and not alcohol or 
benzene, should be used to remove the ointment 
for redressing. 

The chronic cases are treated with fixed dress- 
ings of vaseline gauze, boric ointment, or tar 
paste (1-5 per cent unguentum picis liquida, 6 
per cent zinc oxide in an aquaphor base). We 
have had a few cases intolerant to all ointment 
bases. Overtreatment should be avoided in all 
types of the disease. X-ray therapy should be 
reserved for the chronic forms with infiltration. 
Ultraviolet light therapy usually aggravates this 
type. Focal infection, anemia, constipation, 
avitaminosis or any other disturbance of the 
general health should also be treated in order 
to obtain results. In 6 of our patients over 
60 years of age, with chronic contact dermatitis, 
no form of therapy proved effectual. 


PUSTULAR PSORIASIS 


Pustular psoriasis is uncommon and is char- 
acterized by the presence of erythemato- 
squamous-pustular lesions on the palms and 
often the soles. The diagnosis should not be 
made unless typical psoriatic lesions are present 
elsewhere. The pustules are deep-seated, tiny 
an] flat, and are made up of collections of the 
familiar Monro micro-abscesses, which are sterile. 
They usually appear periodically and disappear 
spontaneously. Focal infection is apparently not 
a factor. 


Location—The palms are the characteristic 
site. The thenar and hypothenar areas are fre- 
quently involved. 

Diagnosis is confirmed according to Bloom* 
by the presence of psoriasis elsewhere, biopsy 
(uniform parakeratosis and absence of granular 
layer), negative microscopic and cultural find- 
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ings, long duration, resistance to treatment, 
periodic recurrences of pustules, and sometimes 
associated involvement of the nails. 


Treatment is unsatisfactory. X-ray therapy, 
anthralin and ammoniated mercury ointments 
may control the eruption. 


DRUG ERUPTIONS 


Drug eruptions of the eczematoid type were 
rare (2 per cent in our series). They may be 
divided into the fixed type with exacerbations 
of the lesions every time the drug is admin- 
istered, or the hypersensitive type, which usually 
appears suddenly. Sulfathiazole, acetanilid and 
phenacetin were etiologic in our cases. The 
lesions are usually edematous macules, but may 
be vesicular, bullous, erythematous or purpuric. 


Treatment consists of discontinuance of the 
drug, vitamin C by mouth or injection, general 
eliminative measures, and local therapy as in- 
dicated. Renal and gastro-intestinal studies may , 
be useful in order to determine the cause. . 


INFECTIOUS ECZEMATOID DERMATITIS 


Infectious eczematoid dermatitis is an acute, 
subacute or chronic, patchy, more or less cir- 
cumscribed eruption characterized by vesico- 
pustules and a spreading undermined border. 
The vesicular stage is only transitory, and after 
several days becomes pustular. Itching is 
variable. 


Etiology—Most of these cases start as a 
mild dermatitis which may be due to various 
causes. The infecting organism is usually a 
hemolytic staphylococcus of low virulence. Lane 
and his co-workers? regard this type of infection 
as extremely common and explain the frequent 
remissions and exacerbations by changes in the 
immunologic response of the skin to the normal 
bacterial flora. 


Location.—The lesions may involve any part 
of the hand. 


Diagnosis is made by a process of elimination, 
the clinical appearance of the lesions, history of 
recurrences, and by bacteriological studies. 


Clinical Characteristics —The lesions may be 
vesicular, pustular or erythematous, scaly, well 
defined patches of dermatitis. The infection is 
not deep-seated. Spreading is usually by per- 
ipheral extension. There is usually some central 
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involution and a tendency toward undermining 
of the borders where most of the activity is 
concentrated. 


Prognosis is poor as long as the complicating 
factors are present to disturb the bacteria-host 
relationship. Remissions are not uncommon. 


Treatment consists of hot boric packs in the 
acute cases. In the subacute cases good results 
follow the use of penicillin or ammoniated mer- 
cury ointments (3 per cent) or if ineffective, 5 
per cent sulfathiazole ointment for not longer 
than seven days. In the chronic cases x-ray 
therapy is recommended. General tonic therapy 
is important as well as hygienic care. 


STREPTOCOCCAL DERMATITIS 


Streptococcal dermatitis is an acute localized 
angry dermatitis which is often associated with 
constitutional symptoms of sepsis (fever and 
chills). Hemolytic streptococci are usually 

*found on culture. Minor trauma or secondary 
infection of a previous dermatitis are predispos- 
ing. In our series, 85 per cent occurred in 
Negroes. 

Clinical Characteristics —The lesions are 
usually unilateral, fairly deep and impetiginous 
with serous exudation, ulceration and more or 
less crusting. Any part of the hand may be 
affected. 


Diagnosis —Pain, localized erythema with ves- 
iculation, secondary pustules or ulcers, edema 
and spreading borders are characteristic. 


Treatment consists of bed rest and hot boric 
packs. Smears are usually positive for strep- 
tococci. Sulfadiazine may be used in the re- 
sistant cases with the usual precautions. Pen- 
icillin in aqueous solution as a wet pack (500 
units per c. c.) or by injection, is very effective. 


DERMATITIS REPENS 


Dermatitis repens is a rare indolent vesico- 
pustular dermatitis which first attacks the ends 
of the fingers and works down toward the palm. 
Hemolytic staphylococci and anaerobic strep- 
tococci are often etiologic. 

Treatment was unsatisfactory before the ad- 
vent of penicillin but sulfonamides and hot anti- 
septic wet dressings may be used in penicillin- 
resistant cases. The disease is usually resistant 
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to x-ray therapy which should be carefully reg. 
ulated to avoid the danger of radiodermatitis, 
General tonic therapy is also indicated. 


PSORIASIS 


Psoriasis of the palms and fingers is char- 
acterized by reddish, scaly indolent plaques 
which may become fissured. It is apt to become 
exceedingly stubborn to therapeutic measures, 
The eruption may also involve the dorsal sur- 
faces of the fingers and hand. Typical psoriatic 
lesions may or may not be present elsewhere. 

Treatment consists of crude coal tar oint- 
ments with ultraviolet light therapy. Autoserum 
injections may be helpful in the stubborn cases, 
Trauma which appears to localize the lesions (for 
example, golf playing) should be avoided. 


PUSTULAR BACTERIDS 


This dermatosis is not a true pyoderma but 
an allergic reaction in a sensitized dermis to 
the presence of a definite internal focus of 
infection. 


Incidence.—The 3 per cent in our series was 
considerably less than 12 per cent in Andrews 
and Barnes” series. 


Clinical Description—The eruption consists 
of more or less grouped indolent relapsing vesico- 
pustules on the palms, with or without involve- 
ment of the soles. During the transitory stage 
they are vesicular and during periods of 
quiescence they are covered with flaky brownish 
crusts or are dry and scaly. Severe itching or 
moderate pain is usually present. 


Pathology.—Large, deep pustules are present 
in the epidermis. Parakeratosis is absent. There 
is very little inflammatory reaction about the 
pustules. 

Diagnosis —The eruption is usually resistant 
to treatment. Temporary improvement while 
under general sulfonamide or penicillin therapy 
is suggestive. There is a direct relation to 4 
focus of infection; cutaneous flare-ups usually 
follow focal activity. When the focus of infec- 
tion is identified and removed, the eruption 
usually clears up within a period of three months. 

A leukocytosis of 10,000 or over is common. 
Cultures from the lesions are sterile. There are 
periods of exacerbation and remissions with new 
crops often appearing from day te day. 
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Location—The middle of the palms is a 
characteristic site and the soles are often in- 
volved at the same time. 


Treatment.—Sulfonamide or penicillin therapy 


often results in temporary improvement but erad- . 


ication of the primary focus is necessary for a 
permanent cure. General tonic measures are 
indicated. Our best results were obtained in 
hospitalized patients. 

Cure is difficult unless the focus of infection is 
identified and removed. Nine patients in a group 
of 24 cases cited by Andrews and Machacek’ 
were reported entirely cured by tonsillectomy. 
In our series of 6 cases, one patient had bron- 
chiestasis, two infected tonsils, one a chronic 
prostatitis, and in two cases no evidence of in- 
fection was found. 


DERMATOPHYTOSIS 


Dermatophytosis of the hands is not common, 
although the diagnosis is often made. The 
organisms (hyphae) must be demonstrated 
microscopically or culturally in order to verify 
the clinical diagnosis. The eruption which con- 
sists of one or more circumscribed patches of 
vesicular dermatitis, is usually unilateral. Most 
of the cases occur during the warm months of 
the year. One or more nails may be simul- 
taneously affected. 


Location—The palm or one or more fingers 
may be involved. The nails were affected in 
18.5 per cent of our cases. . 


Incidence.—The 4 per cent in our series com- 
pares with 2 per cent in Andrews and Barnes’ 
series and 5.6 per cent in Epstein’s® series. 


Clinical Description—The primary lesion is 
a vesicle which may later become secondarily 
infected to become a pustule. In the acute cases, 
the lesions are vesicular and inflammatory, but 
later they become dry and surrounded by a col- 
larette of undetermined scales. In the chronic 
types, the patches are hyperkeratotic and more 
sharply defined. Acute episodes of vesiculation 
often occur from local irritation, often occupa- 
tional. Flare-ups are not infrequent during the 
warm months. Itching is variable. 


In our series of eight cases, five were caused 


by E. inguinale, two by M. albicans, and one by 
T. purpureum. 
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Diagnosis—Fungi must be demonstrated in 
the roofs of the vesicles but negative findings are 
not unusual. Positive trichophytin patch tests 
are considered by some investigators to be 
helpful in establishing a diagnosis but we have 
had no experience with this method. The feet 
were involved in 14 per cent of our cases. 


Treatment.—There is no specific therapy and 
treatment must be determined by the trial and 
error method. Strong applications should be 
avoided in the beginning as the affected area is 
usually hypersensitive. 

In our acute cases 1-8000 potassium per- 
manganate wet packs (one tablet to a quart of 
water) was employed. In the subacute cases 
a 5 per cent xeroform, 20 per cent talc and, zinc 
oxide in hydrosorb ointment or one of the pro- 
pionic acid ointments or a weak compound 
benzoic acid ointment (4 per cent benzoic and 
2 per cent salicylic acids) was prescribed. These 
were removed with “allercreme” when changing 
dressings. 

In the chronic types the official full strength 
compound benzoic acid ointment was used for 
the palmar lesions but patients were advised 
to report any unusual reactions at once. Oint- 
ments containing mercurial or sulfonamide com- 
pounds should be avoided as they are frequent 
sensitizers. X-ray therapy in skilled hands is 
a useful adjunct to therapy. 


DERMATOPHYTIDS 


Dermatophytids —These lesions, which usual- 
ly appear suddenly, are an allergic reaction in 
a sensitized skin to the presence of a recurrent 
focus of dermatophytosis. The focus is usually 
located on the feet but may be crural, anal, or 
axillary. The incubation period is usually one 
week, more or less. 


Incidence—In our compilation, these lesions 
represented 22 per cent of the total number of 
cases, compared with 11.7 per cent in Ayers and 
Anderson’s® series and 24 per cent in Andrews 
and Barnes’ group. 


Clinical Description —tThe eruption is usually 
symmetrical and the commonest lesions are deep- 
seated, tense, grouped or discrete clear vesicles. 
They vary in size from a pinpoint to a pea. 
These vesicles are sterile and therefore not 
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infectious. Pruritus and even pain are not 
unusual. 


Location Both palms are usually involved, 
although the eruption may be limited to one 
palm. Occasionally the thenar, hypothenar sur- 
faces, the sides of the fingers and anterior as- 
pects of the wrists may bear the brunt of the 
eruption. 


Diagnosis ——A focus of proven active derma- 
tomycosis must be present and antedate the 
“id” lesions. The periodic exacerbations of the 
focal foot lesions must bear a definite relation- 
ship to the hand lesions. There is often a history 
of irritation or secondary infection of the pri- 
mary focus. Patch tests with weak dilutions 
of trichophytin are usually positive. 


Treatment.—The focus of infection should 
receive adequate attention, preferably hot boric 
packs to lessen tension. All irritating remedies 
should be avoided. A drying lotion (calamine) 
should be applied to the hands several times a 
day and later when the skin is dry and 
scaly, soothing ointments containing graduated 
strengths of salicylic acid may be applied at 
night. X-ray therapy when properly used 
shortens the period of recovery. 


POMPHOLYX 


Pompholyx.—This term is restricted in this 
paper to the neurogenic type which occurs as a 
symmetrical eruption of deep-seated vesicles in 
high strung individuals. There is no focus of 
fungus disease, no previous erythema or other 
apparent cause for this eruption. 


Etiology.—In our series of 16 cases, 10 were 
in mothers who had sons in the military forces, 
4 were in men who were working long hours be- 
cause of the help shortage, and 2 were in girls 
who disliked the type of work they were doing. 

Incidence-—This condition comprised 8 per 
cent of our cases and 12 per cent in Davison 
and Birt’s series. 

Clinical Description—The eruption usually 
appears suddenly as grouped or closely aggra- 
vated deeply seated clear vesicles without a his- 
tory of previous erythema. 

Location.—The palms are always affected and 
occasionally the sides of the fingers. The soles 
of the feet may be involved at the same time. 
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Pathology.—There is a difference of opinion 
regarding the structures affected, but Sutton" 
could find no connection with the sweat glands 
or ducts. 


Treatment.—The source of the nerve tension 
should be discovered and adequate measures 
taken to control it. Astringent lotions and X-Tay 
therapy in skilled hands are very useful. A 
mild sedative such as phenobarbital is a useful 
adjunct to therapy. No stimulants should be 
permitted. Rest and general ultraviolet light 
therapy are important. 


DISSEMINATED NEURODERMATITIS 


This condition formerly called allergic derma- 
titis is a functional pruritic dermatosis which is 
rarely limited to the hands but involves the 
antecubital areas, wrists, forearms, anterior as- 
pect of the neck, face and popliteal spaces as 
well. The condition is rebellious to treatment. 


Location—The dorsum of the hands, anterior 
and posterior aspects of the wrists, are usually 
affected. 

Incidence.—In our series of cases the hands 
were affected in 3.5 per cent of the cases. 


Etiology—While foods and inhalants have 
been cited as allergenic in some cases, especially 
in children, we agree with Becker" the majority 
of cases in adults are neurogenic and due to 
perverted stimuli. These patients are usually 
over-conscientious in their work or studies and 
exhibit a subnormal sense of fatigue. 


Clinical Characteristics——The eruption is 
usually symmetrical and consists of ill-defined 
patches of dermatitis with central activity. The 
acute lesions are composed of tiny uniform 
vesicles which break readily; the resulting serous 
exudations dry and form yellowish crusts. In 
the chronic cases the patches are thickened, in- 
dolent and fissures are common, especially in 
cold weather. Intense itching is a characteristic 
feature. Intolerance to local therapy (with the 
possible exception of mineral oil or drying 
pastes) was not infrequent. 

Prognosis —While many cases were controlled 
with local and general therapy, the prognosis 
should be guarded. Refractory extersive cases 
may do better in a warm or mountainous climate 
such as Southern California or Arizona offers. 
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Treatment.—Soap should be avoided like the 
plague but mineral oil and sulfonated oil soap 
substitutes are often tolerated. Injections of 
the calcium salts or autohemotherapy are useful 
adjuncts. The acute cases should be treated by 
sedation, rest in bed, the applications of as- 
tringent wet packs by day and a mild drying 
lotion at night. In the subacute cases calamine 
linament with 2 per cent liquor carbonis de- 
tergens or mineral oil packs in the chronic cases 
are often satisfactory. Moderate exposures 
to natural sunshine or ultraviolet light are 
usually helpful. X-ray therapy is better avoided, 
but may be necessary to control the extremely 
pruritic episodes. In some cases it stimulates the 
normal cycle of keratinization. Testosterone 
therapy was successful in two of our cases in 
men in whom -the eruption was chronic and 
limited to the hands and antecubital spaces. 


NUMMULAR ECZEMA 


Nummular eczema is a term I dislike because 
{ believe it is often used to describe infectious 
eczematoid dermatitis of the superficial type, 
as C. Guy Lane and his associates have sug- 
gested. It has been limited to the discussion 
of one or more indolent sharply outlined 
eczematoid patches which are usually vesicular 
in the beginning and later become dry and scaly. 
The condition is usually stubborn. We never 
use the term until all local and general etiologic 
factors have been excluded. 


COMMENT 


The eczematoid and vesicular eruptions of the 
hands represent a composite reaction to various 
underlying disturbances. A complete physical 
examination is necessary to evaluate the con- 
tributory factors, both local and general. 


We have found that a special historical out- 
line often brings to light facts which facilitate 
accurate diagnosis. 

In the difficult cases of contact dermatitis, 
where the discovery of the contactant is often 
necessary for recovery, an hour to hour chart 
listing all possible sources of contacts was found 
to be of distinct value. 
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Overtreatment was a common finding in many 
of our cases. In the contact types, vaseline dress- 
ings were beneficial, comforting, and usually well 
tolerated. Sensitization to various ointments 
was also frequent and necessitated patch-testing 
and frequent observation. Fixed dressings were 
often necessary to prevent secondary infection. 

Cultural and microscopic studies were often 
disappointing. In many cases where we sus- 
pected dermatophytosis or streptococci, we re- 
ceived reports of “no growth” or common con- 
taminants. 

Pustular bacterids gave us the most trouble. 
Many of these patients were affected with an 
“anxiety neurosis,” expected a rapid cure, and 
resented the suggestion of removal of focal 
infections. 

There is no royal road to simple diagnosis in 
these cases. Biopsies were useful in only a small 
number of cases because, with the exception of 
psoriasis and superficial contact dermatitis, the 
histological pictures are often not pathog- 
nomonic. Clinical appearance, cultural studies 
and reaction to therapy are more definite diag- 
nostic aids. 


Hospitalization was found to be useful in the 
treatment of extensive and stubborn cases. 


CONCLUSIONS 


(1) A series of 200 cases of eczematoid and 
vesicular eruptions of the hands were studied 
from the standpoint of etiology. 

(2) Accurate diagnosis facilitates the insti- 
tution of proper therapy. 

(3) In many of the cases there is a composite 
etiology which accounts for poor therapeutic 
results. sind 

(4) Overtreatment is a common complication 
in these cases. 

(5) Further research and clinical studies are 
necessary to bring to light the background of 
the deeper vesicular and vesico-pustular eruption 
of the hands. 
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DISCUSSION (Abstract) 


Dr. G. M. Lewis, New York, N. Y.—We assume that 
in certain of these cases there is, first, the soil, the pre- 
disposition, and I believe it is useful perhaps to pay 
more attention to the family history and the back- 
ground. 

While I am not an ardent believer in neurocirculatory 
instability as are Becker and Stokes, I do believe that 
in some of these cases there is no question, as Dr. Tobias 
has mentioned, that this factor is an important one. 

In many cases there is a precipitating factor, and this 
precipitating factor may be a sensitization, or I think 
more commonly, simply an irritative factor. 

Many of our undiagnosed cases may be attributed to 
this factor, which may mean that no matter how hard 
you work you will never discover exactly what is going 
on. Our treatment is unsatisfactory in this group of 
cases. 


Dr. Tobias (clesing).—Treatment of many of these 
dermatoses is still in an unsatisfactory state. Of course, 
the fault probably lies a great deal in the hit-and-miss 
therapy that is used by many general practitioners as 
well as by the laymen. Many of these drugs sensitize 
the patient and prevent a proper evaluation of therapy. 


I would like to say a few words about over-treatment 
with x-ray. I think there is entirely too much x-ray 
being used in treating the hands in that it makes the 
cutaneous tissues resistant to all forms of therapy by 
interfering with the natural immunological reactions 
of the skin itself. 
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OBSERVATIONS ON THE 1944 EPIDEMIC 
OF POLIOMYELITIS IN VIRGINIA* 


By Lonspate J. Roper, M.D.* 
Richmond, Virginia 


The 1944 epidemic of poliomyelitis was 
unique in the history of the disease in Virginia 
in so many ways that it was considered worthy 
of special-study and analysis. The informa- 
tion included in this paper was obtained from 
the reports of the attending physicians and 
health officers, from hospital and clinic records, 
and from the field records of the orthopedic 
nurses. It is believed that this is the first time 
that seventy-five per cent of the cases have 
been followed for at least a year. While in most 
instances the figures still are not large enough 
to be statistically significant, they at least show 
definite trends that cannot be ignored and which, 
with additional information, may be found to be 
of special importance. 

A total of 756 cases, the largest number 
recorded in any one year, were reported. In 
addition, 70 unreported cases were located by 
the field nurses and clinics making a total of 
826 cases that were studied. It is interesting 
to note that 1944 was a particularly dry season 
in Virginia, yet the State experienced the 
severest outbreak on record. Conversely, during 
the explosive outbreak in the City of Rich- 
mond in 1945 no change was noted in the in- 
cidence of the disease following rains tropical 
in nature when there was a precipitation of over 
nine inches in one week. These observations do 
not support the statement of Gard in Sweden, 
who believes that the attack rate of poliomyelitis 
goes up during epidemic times six to ten days 
after a heavy rainfall. 

For the past twenty years there have been 
between 50 and 100 cases in the average year 
with an increase occurring every five or six 
years. Marked increases were noted in 1923, 
1929, 1935, and 1940 (Graph 1). From this 


*Chairman’s Address, Section on Public Health, Southern Medi- 
cal Association, Thirty-Ninth Annual Meeting, Cincinnati, Ohio, 
November 12-15, 1945. 

tDirector of Local Health Services, Virginia State Department 
of Health. 
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experience, another increase was not anticipated 
before 1945 and more likely not until 1946. In 
June, 1944, however, poliomyelitis appeared in 
epidemic proportions in the western part of 
North Carolina and spread towards the east 
coast as the summer progressed. Immediately, 
the Health Commissioner recognized the possi- 
bility of its spreading north, and prepared for 
such an emergency. The majority of the early 
cases did occur in counties adjacent to the epi- 
demic area in North Carolina and spread north 
and east as the epidemic progressed. It ap- 
parently did not spread from Virginia west 
into Kentucky or West Virgina, or north into 
Maryland. Another outbreak did occur, how- 
ever, considerably farther north in Pennsylvania 
and New York States. 

The majority of the cases occurred in south- 
west Virginia and in the Roanoke and Lynch- 
burg area (spot map). There were relatively 
few cases in the northern part of the State, on 
the Eastern Shore, and in the Richmond, Nor- 
folk, Portsmouth and Tidewater areas. These 
sections of the state, which were relatively free 
from poliomyelitis, were not only transportation 
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centers for railroads, ships and buses, but were 
also highly congested with war workers and 
were thought to be danger points for the spread 
of poliomyelitis. If one case per 1,000 popula- 
tion is considered the criterion for epidemics the 
town of Wytheville in southwest Virginia, with 
a population of four or five thousand, was the 
only place in the state where it reached epidemic 
proportions. Here there occured 22 cases mak- 
ing a rate of approximately five per 1,000 popu- 
lation. 

The analysis of the age, sex and color of the 
1944 poliomyelitis cases showed four interest- 
ing, if not statistically, significant facts. First, 
the attack rate in the white race was three 
times that of the colored race. There were 34.7 
cases per 100,000 population in the white race 
and 11.5 cases per 100,000 population in the 
colored race. This difference may be explained 
in part at least by the fact that a high per- 
centage of the colored people in Virginia live 
in the section of the state that was not at- 
tacked by poliomyelitis in 1944. It is note- 
worthy, however, that in the 1935 epidemic and 
in the inter-epidemic years 1937-1943, the at- 


Graph 1 
Poliomyelitis by months. 
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tack rate for the white race was still higher than 
that for the colored though the difference was 
not quite as great as in 1944. Second, in both 
races the attack rate is higher for males than 
for females. This, likewise, was found to be true 
in past years. Third, the attack rate decreases 
with age and over twenty is only a small frac- 
tion of what it is in the younger age groups. 
Fourth, the attack rates for males are con- 
sistently higher than those for the females in 
all age groups except between twenty and thirty- 
nine when the attack rates for females are 
considerably higher than those for males. The 
difference is not great enough to be significant, 
however, and was not found to be true in either 
1935 or 1937-1943. In those years the attack 
rate for the males was higher in practically 
every age group (Table 1). 

This brings up the question of pregnancy in 
relation to susceptibility to poliomyelitis. Some 
workers have advanced the theory that pregnant 
women are more susceptible than women who 
are not pregnant. It is difficult either to sub- 
stantiate or disprove this theory because of the 
low attack rate for adults and the lack of data. 
The figures for Virginia are no more conclusive 


than those already published, but are presented 
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for what they are worth as a link in the long 
chain of evidence which may eventually lead 
to a conclusion. An estimated number of preg- 
nant women in each age group was obtained 
by using the age distribution of the mothers 
from the 1944 birth certificates. Nine-twelfths 
of the number in each age group were considered 
pregnant at any one time. The percentage 
pregnant in each age group, applied to the 
number of poliomyelitis cases, gave the ex- 
pected number of poliomyelitis cases in preg- 
nant women if they are no more susceptible than 
the average woman. This theoretical number 
was eight; seven cases of poliomyelitis in white 
pregnant women and one in colored. As far as 
is known, after fairly complete follow-up work,’ 
there were twelve white cases and no colored 
cases in pregnant women. This could easily 
have happened by chance (Table 2). Dr. 
Aycock of Harvard points out that a higher 
percentage of cases occur in the third trimester 
of pregnancy than in the first. Again this was 
not found to be true in Virginia. Three cases 
occurred in the first trimester, seven in the 
second, one in the third and in one instance 
the duration of pregnancy was not known. Of 
these twelve cases in pregnant women, one 


AGE, SEX AND COLOR DISTRIBUTION OF POLIOMYELITIS CASES AND RATES PER 100,000 POPULATION 
1944 


White 


Colored 


Males Females 


Males Females 


Population Cases Rate Population Cases 


Rate Population Rate Population Cases 


96,095 
97,811 
105,318 
111,860 
102,422 
92,985 
83,332 
73,358 
64,027 
245,278 


120.7 
109.4 
78.8 
37.5 
10.7 
9.7 
4.8 
2.7 
4.7 
0.0 


92,578 
94,890 
101,405 
106,239 
97,307 
91,001 
82,280 
73,033 
64,101 
247,995 


110 


118.8 
95.9 
60.2 
33.9 
26.7 
17.6 

8.5 
5.5 
3.1 
0.0 


33,002 
35,505 
37,736 
38,345 
32,664 
27,863 
22,148 
20,559 
19,003 
71,314 


51.5 
45.1 
29.1 
7.8 
0.0 
0.0 
0.0 
0.0 
0.0 
0.0 


33,381 
35,547 
37,951 
38,222 
32,399 
27,591 
22,209 
22,683 
19,941 
68,622 


Total 1,072,486 380 35.4 1,050,829 


338,139 338,546 


w 


Note: 13 cases of unknown color not included in table. 


1946 
= 
6 116 = 17 = 33.0 
$9 —___ 107 91- 16 16.9 
83 61 11 13.2 
42 36 3 10.5 
9 16 0.0 
04 4 7 0 4.5 A 
35-39 —___ 2 4 0 0.0 ; 
40-44 3 2 0 0.0 
48 and over____ 0 0 0 0.0 
Table 1 
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woman died two days after the onset of her 
illness, one is still severely paralyzed, two are 
paralyzed to a moderate degree, four have very 
slight residual effects, three have recovered 
completely, and the condition of the twelfth one 
is not known. Of the eleven who survived, one, 
who was only three months pregnant, had a 
miscarriage, and five, including the one who 
was severely paralyzed, were delivered normally 
of healthy babies. It is not known what hap- 
pened in the other five cases. If these cases 
in pregnant women are excluded from the study 
the attack rate is still higher for females than 
for males in the age groups twenty to thirty- 
nine. Admitting that particularly the early 
stages of pregnancy might not have been noted 
in connection with the history of poliomyelitis, 
the possibility of susceptibility to poliomyelitis 
being associated with some endocrine changes 
accompanying puberty in the female suggests 
itself. The fact that in the inter-epidemic years 
1937-1943, the attack rate for the females is 
slightly higher than for the males in the age 
group 10-14, adds a little weight to this theory. 


Of the total cases studied, 66 or 8 per cent 
died. While it is not statistically significant it 


INCIDENCE OF POLIOMYELITIS IN RELATION TO PREGNANCY 


April 194 


is noteworthy that the fatality rate for the males 
is higher in every age group than it is for the 
females. Grouping all ages, 9.4 per cent of male 
cases and 6.7 per cent of female cases died 
(Table 3). 

Of the 760 who survived, 560 were seen a 
year later, and their condition noted. Three 
hundred and sixty-two or 65 per cent of these 
had recovered completely and showed no eyi- 
dence of having had poliomyelitis. Another 79 
or 14 per cent had some slight paralysis that 
might even require a short brace temporarily 
or permanently, but were not handicapped by 
having had the disease. Roughly then, it might 
be said that 79 per cent of those who survived 
recovered within a year. Of the remainder, 75 
or 13 per cent, classified as moderate, had 
some partial or complete paralysis which neces- 
sitated short or long braces and further physio- 
therapy, but were not totally disabled. The 
remaining 44 or 8 per cent classified as severe, 
had complete paralysis of one or more limbs 
which confined them to bed or a wheel chair, or 
forced them to use long leg caliper braces with 
crutches. This group with severe paralysis were 
more or less totally disabled, disability depend- 


1944 
White Colored 

| | | | Eee | Bee] 23 | go | 
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15-19 _. 106,239 4,506 4.24 36 1.53 2 


82,280 


45 & over 247,995 


33,381 
35,547 
37,951 
38,222 4,097 10.72 0.43 
32,399 
27,591 
22,209 
22,683 
19,941 
68,622 


Total  ——~1,050,829 37,396 356 7.33 12 


338,546 17,835 30 0.91 
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ing upon the patient’s ingenuity. These find- 
ings are in line with the rather generally ac- 
cepted belief that between six and ten per cent 
of poliomyelitis cases die and approximately 
eighty per cent recover (Table 4). 

The outcome of the illness was studied in re- 
lation to the onset of the disease. The findings 
are interesting. Ten and seven-tenths (10.7) per 
cent of the cases with their onset before August 
1 died. Of those with onset in August, 7.3 per 
cent died, in September 6.8 per cent, in Oc- 
tober 5.9 per cent and in November and De- 
cember 3.6 per cent. Of those with unknown 
onset 8.1 per cent died (Table 5). 


The outcome of the 560 who survived and 


‘were seen a year later was also analyzed in rela- 


tion to time of onset. The percentage of those 
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who recovered increased steadily from 50 per 
cent in July to 76 per cent in October. In 
other words, the severity of the disease de- 
creased as the outbreak progressed (Table 4). 

Next, the outcome of the illness was cor- 
related with age of the patient. The fatality 
rate increases from 5.5 per cent for patients 
under five years of age to 17.4.per cent for 
those over thirty. Correspondingly the per- 
centage of recoveries decreases from 70.8 per 
cent in children five to nine to 61.9 per cent 
in those 20-24. The numbers are so small that 
the rates are not reliable but the trend of the 
severity increasing with age is unmistakable 
(Table 6). 

Since the severity of the disease increases with 
age the possibility was considered, that age 


20 and over. 
Tink 


age 7 


Unknown sex 


Total 


8.0 


Table 3 


OUTCOME OF CASES OF POLIOMYELITIS SEEN A YEAR LATER CORRELATED WITH ONSET 


Total Cases Recovered 


Slight Moderate Severe 


Date of Onset 


Followed Number Per Cent 


“Number Per Cent ‘Number Per Cent Number Per Cent 


26 11 42.3 
< 108 54 50.0 
Sept.'1 - Sept. 30. 91 68 74.7 
46 35 76.1 
20 10 50.0 
Unknown 132 95 72.0 


7 26.9 5 19.2 3 11.5 
17 15.7 25 23.1 12 11.1 
20 14.6 13 9.5 15 10.9 

9 9.9 9 9.9 5 5.5 

5 10.9 2 4.3 4 8.7 

5 25.0 4 20.0 1 5.0 
16 12.1 17 12.9 4 3.0 


Total 560 


79 14.1 75 13.4 4 7.9 
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rather than a factor inherent in the nature of 
the disease was the explanation of the de- 
crease in severity as the outbteak progressed. 
The reverse was found to be true. The age of 
patients increased as the outbreak progressed. 
Of the January through June cases 87 per cent 
were under ten years of age, and none over 
fifteen. By October only 59 per cent were under 
ten and 15 per cent were over twenty years 
of age. With the exception of the month of 
July the progression in the interval between 
was steady. The conclusion is inevitable, then, 


April 1946 


that the decrease in severity as the outbreak 
progresses is due to something inherent in the 
nature of the disease, and not to an age factor 
(Table 7). 

For the first time in Virginia every case of 
poliomyelitis in the 1944 epidemic was given 
the opportunity to be hospitalized at no expense 
to the patient unless the family wanted to help 
defray expenses. Following the lead of North 
Carolina, where the National Foundation for 
Infantile Paralysis had built an emergency polio 
hospital, arrangements were made to operate 


OUTCOME OF POLIOMYELITIS CASES CORRELATED WITH ONSET 


Oct. 1 - Oct. 31 
Nov. 1 - Dec. 31 


Unknown 21 


Died Not Followed Total Followed 
Date of Onset Total Cases Number Ver Cent Number ~ Per Cent Number Per Cent 
Jan. 1 - June 30 38 4 10.5 8 21.1 26 68.4 
July 1 - July 31 139 15 10.8 16 11.5 108 71.1 
Aug. 1 - Aug. 31 177 13 7.3 27 15.3 137 114 
Sept. 1 - Sept. 30. 118 a 6.8 19 16.1 91 711 


26.5 
25.0 
40.7 


67.6 
m4 
$12 


Total 66 


24.2 


Table 


OUTCOME OF POLIOMYELITIS CASES CORRELATED WITH AGE 


1944 
Total Recovered Slight Moderate Severe 

Per Cent Followed Per Per Per Per 
Age Group Total Died Died One Year Number Cent Number Cent Number Cent Number Cent 
SN sxnicsstnatiadaniente 254 14 5.51 182 100 54.9 36 19.8 30 16.5 16 88 
TD cccenandicns 220 19 8.64 154 109 70.8 20 13.0 15 9.7 10 6.5 
een a 160 14 8.75 117 83 70.9 10 8.5 14 12.0 10 85 
nee eee 85 6 7.06 56 36 64.3 9 16.1 6 10.7 5 89 
O_o 39 5 12.82 © 21 13 61.9 1 4.8 6 28.6 1 48 
BED. scents a 25 4 16.00 17 12 * 70.6 2 11.8 3 17.6 
30 and over. 23 17.39 1 
Unknown ~~. 20 
826 66 7.99 
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polio wards in five established hospitals. After four or 9 per cent were hospitalized in other 
the quarantine period was over, cases could hospitals making a total of 680 or 82 per cent 
also be cared for in two additional hospitals that were known to have been hospitalized. 
with special orthopedic facilities. The state paid Seventy-five or 9 per cent were cared for at 
the hospital bills, and the National Foundation home, and it is not known where the remaining 
for Infantile Paralysis paid the ambulance fees 71 or 9 per cent were treated (Table 8). 

and the board and salaries of the special nurses Figures on the total cost of hospitalization, 
employed on the polio wards. Of the 826 cases, ambulance fees, nursing care, appliances, and 
441 or 53 per cent were hospitalized on polio so on, are not available. The actual hospital 
wards at the expense of the state and 165 or bills on 1944 cases paid by the state, however, 
20 per cent more at their own expense. Seventy- were analyzed up to June 1, 1945. It is recog- 


ONSET OF POLIOMYELITIS CASES CORRELATED WITH AGE 
1944 


Month of Onset 
Jan.-June July August September October , Nov.-Dec. Unknown Total 


Per Per Per Per Per Per Per Per 
AgeGroup | Number Cent Number Cent Number Cent Number Cent Number Cent Number Cent Number Cent Number Cent 


ae 86.8 81 58.3 109 61.9 68 58.1 40 58.8 19 67.9 124 51.7 474 58.8 
ae 13.2 30 21.6 37 21.0 22 18.8 11 16.2 4 14.3 $1 21.3 160 19.9 
19 15 10.8 10.2 9.4 
20 and over... 13 9.4 6.8 13.7 


Unknown 


14.7 36 «6150 687 86108 
18 20 


258 . 826 


Table 7 


HOSPITALIZATION OF POLIOMYELITIS CASES CORRELATED WITH OUTCOME 


N Outcome of Cases Followed 
Care Cases Died Followed Followed Recovered Slight Moderate Severe 


Per Per Per 
No. Cent No. Cent No. Cent 


Per 
No. Cent 


Hospitalized in polio wards at state 
expense 


441 53.4 18 4. 99 22.4 324 73.5 172 53.1 58 17.9 S58 17.9 36 I1.3 
Hospitalized in polio wards at own 
expense 


165 20.0 14 85 35 21.2 116 70.3 102 87.9 > $ 2.6 2. 17 


Total 


67 


15.2 


61 38 


Hospitalized in other hospitals._ttt. 74 9.0 12 16.2 22 29.7 40 S41 31 77.5 4 10.0 4 10.0 1 2.8 


Home care 75° O91 6 80 12 160 57 76.0 36 63.2 6 10.5 10 17.5 5 88 
Unknown care _ 


Total 


d 
1.1 
114 
m1 
616 : 
m4 
Sa 139 177 118 68 28 
as 
1944 
a Cent No. Cent No. Cent No. Cent a 
Cent No. Cent No. Cent No. Cent No. Cent | 
88 
65 
89 M606 73.4 134 22.1 440 172.6 27% 623 8.6 
4s 
19 cg 66 8.0 200 24.2 S60 67.8 362 64.6 79 141 75 13.4 44 7.9 | 
Table 8 i 
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1944 
Number Total Number 
Outcome of of Hospital 
Patients Days 


Average 

Hospital Total Cost Average Patients in 

Days Per of Hospital- Cost Per Hospital 6/1/45 
Patient ization Patient 


6732 


172 


ioe 5487 
Moderate incapacity —.............___.- 58 7840 
18 429 


39.1 $ 26,376.01 $153.35 1 


94.6 21,896.00 377.52 
135.2 30,636.73 $28.22 il 
190.2 26,963.00 748.97 13 
98.8 39,687.78 400.89 7 


97.98 


23.8 


1,763.65 


441 


37116 


84.2 $147,323.17 $334.07 32 


Note: $3.97 average cost per patient day. 


nized, of course, that per patient day cost may 
vary considerably from year to year, but the 
figures do have relative value. A total of $147,- 
323.17 was spent on hospitalization alone cov- 
ering 37,116 hospital days for 441 patients or an 
average of 84.2 days per patient at a cost of 
$3.97 per day. The duration of hospitalization 
was correlated with the outcome of the case. 
Considering that the outcome was recorded with 
no knowledge of the duration of hospitalization 
the correlation is noteworthy. Those who re- 
covered averaged 39 days in the hospital, those 
with slight incapacity 95 days, those with mod- 
erate incapacity 135 days, and those with severe 
incapacity 190 days. Eleven of the 58 with 
moderate incapacity, and 13 of the 36 with 
severe incapacity were still in the hospital on 
June 1, 1945. Those who died averaged 24 days 
in the hospital, but further analysis reveals that 
this average was raised by three cases who 
lingered in respirators. Of the 18 cases who were 
hospitalized and died, four died on the first day, 
two on the second, one on the third, and three 
on the fourth day in the hospital. Three more 
died the second week. The 99 who were not 
followed averaged 99 days in the hospital which 
is just slightly above the average for the whole 
group. This leads to the supposition that those 
not followed are a random sample, and not a 
selected group that had been overlooked. There- 


Table 9 


fore, figures computed omitting them are rea- 
sonably reliable (Table 9). 

In conclusion, may it be stated that hospital- 
ization did not alter the normal rate of in- 
crease or decline of a poliomyelitis outbreak 
based on past experience in Virginia in epidemic 
and inter-epidemic years; that is, the immediate 
isolation of the majority of cases in the acute 
stage appeared to have no effect in stopping 
the spread of the disease. Moreover, even in- 
cluding those who had some slight residual 
paralysis at the end of one year, the best figure 
of recovery was 79 per cent. There is no reason 
to believe then that hospitalization of all cases 
materially affected the outcome in the great 
majority of cases or is the procedure of choice 
in many instances. Of course it is recognized 
that a small percentage of cases require im- 
mediate hospitalization and others hospitaliza- 
tion in the convalescent stage. It is felt, however, 
that if consultation service of a competent epi- 
demiologist and the services of an orthopedic 
nurse were available to each case, the patient 
and his environment could be studied and recom- 
mendation for individual care and treatment 
made. 

The data herewith submitted were prepared 
by the Bureau of Communicable Diseases of 
the Virginia State Department of Health. 
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EDITORIAL DEPARTMENT 


NATURE OF SLEEP 


Among the followers of Freud, an inhibition 
was a dangerous thing. One must do what he 
wanted or he might go crazy. This theory was 
perhaps a reaction from the Victorian morality 
of the nineties. Subsequent psychiatric thought 
tended to the conception of maximating the 
ego, or inhibiting or sublimating the crude sex 
or other purely selfish impulses, into an effort 
to excel in various lines of civilized endeavor. 
Study of the nature of inhibitions can throw 
much light upon mental processes. 


The two simple reaction patterns described 
by early physiologists: (1) the conditioned re- 
flex, and (2) its inhibition, are as fundamental 
in modern psychology as are atoms and elements 
in chemistry. Levin’ has recently interestingly 
reviewed the familiar basic work upon the sub- 
ject by Pavlov, great Russian father of modern 
psychology. Pavlov’s physiologic studies upon 
the conditioned reflex are known to all medical 
students and to the laiety. In the typical ex- 
periment, a dog is allowed to hear a bell and 
one to five seconds later is given a piece of 
meat. If this is done repeatedly, the animal 
learns that the bell is the forerunner of meat, 
and will salivate on hearing it. The repeated 
offering of meat after bell is termed reinforce- 
ment. If a conditioned reflex is to be main- 
tained, it must be regularly reinforced, that is, 
bell must always be followed by meat. If re- 
inforcement is discontinued, the reflex will 
weaken and disappear. 
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Pavlov’s analysis of inhibition of the condi- 
tioned reflex is as important as the work upon 
its development. There are four methods of 
inhibiting the reflex, of which delay is an im- 
portant one. If the animal is accustomed to 
receiving the meat one to five seconds after the 
bell, one may progressively lengthen the interval 
before the reward is given. The animal then 
learns to wait. It does not salivate throughout 
the waiting interval, but just before its end. If 
the interval is brief the dog remains alert. If 
the interval is lengthened to three minutes after 
the ringing of the bell, the dog may be trained to 
salivate two and one-half minutes after the 
ringing of the bell, and during this latent period 
it assumes an entirely different appearance. If 
the reflex is delayed as much as thirty seconds, 
or more, the animals become drowsy and sleep 
appears. The eyes close, the head droops, the 
whole body relaxes, and the dog may emit 
snores. The quick transition from full wakeful- 
ness into true physiological sleep due to this 
seemingly insignificant change in the experi- 
mental conditions Pavlov reports as amazing. 

For perfect sleep, if one may apply these 
animal studies to the human being, one needs 
the feeling that the desired event will definitely 
occur after a delay of a known interval. Sleep 
depends upon an experienced confidence in the 
future, a belief that one can rather accurately 
foretell it; and upon proper function of the se- 
cretions. This ties in with the obvious facts that 
worry and uncertainty induce wakefulness, and 
that physiologically with the advent of middle 
age there is a general change in the internal 
secretions which interferes with the rhythm of 
sleep. 

Both excitation and inhibition thus play a 
role in adaptation to external | circumstances. 
Education is a series of learnings of simple condi- 
tioned reflexes through experience or stimulation, 
and then of their inhibition and control for 
release at a suitable moment. The intelligence 
quotient perhaps depends upon an “intrinsic 
factor,” the speed of nervous impulse and re- 
lease of secretion. Character and judgment de- 
pend upon learned inhibitions. 


Sleep may be taken as to some extent an 


1. Levin, Max: “Delay” (Pavlov) in Human Physiology. 
Sleepiness on Delayed Response to Stimuli. Amer. J. Psychiat., 
102:483 (Jan.) 1946. 
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index and parallel of the feeling of security now 
emphasized in all psychiatric discussion. Sleep, 
security, and normal mental attitudes depend 
upon slowly learned conditioned reflexes, proper 
reinforcement and inhibition of these, and a 
general pattern of consistency over all. It is 
astonishing that the individual can live through 
the uncertainties of war. 


BRUCELLA ABORTUS AGGLUTININS 


The diagnosis of syphilis depends in great 
measure upon a single laboratory test, the serum 
reaction to an antigen. The diagnosis of gon- 
orrhea depends upon the discovery of intra- 
cellular diplococci under the microscope. The 
diagnosis of typhoid depends upon the Widal; 
of various exanthemata upon a skin reaction 
of the patient. The diagnosis of Brucella abortus 
infection has never been so clear cut. The 
agglutination test is the most commonly used 
diagnostic procedure, although proven cases may 
at times show little agglutination response and 
the diagnosis is often made on the basis of low- 
grade titers without adequate supporting data.’ 
A group of investigators at the University of 
Chicago studied the effect of cholera immuniza- 
tion upon the abortus titer of the serum of 
patients, and found in the majority of cases a 
rise of abortus titer after the subjects had been 
injected with cholera vaccine. Brucella agglu- 
tinins increased from negative to from 1:50 or 
to as much as 1:500. Eisele, McCullough, Beal 
and Burrows! suggest that this will introduce 
confusion in the diagnosis of Brucella infection; 
that although cholera vaccination was infrequent 
in this country in past years, large numbers of 
veterans returning from the Pacific and Asiatic 
theaters of war have been immunized to the 
cholera vibrio. How long the agglutination re- 
actions will last is uncertain. There is also the 
possibility that other types of immunization may 
stimulate Brucella antibodies. 

Possibly the non-specific vaccinations may 
increase resistance to the disease. This would be 
important in the field of preventive medicine. 


It has been noted that streptomycin very ef- 


ak ar W.; McCullough, S. Beal, G. A.; 
of Brucella in Humans Fol- 
jm Thy Vaccination for Cholera. Proc. Soc. Exper. Biol. 
Med., 61:89 (Jan.) 1946. 
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fectively protects chick embryos against Brucella 
abortus infection." 

Brucellosis may be considered one of the dis- 
abling diseases against which considerable prog. 
ress has been made in recent years. The near 
future should see a steady improvement in 
methods of prophylaxis and therapy. 


THIOURACIL IN TOXIC THYROID 


So important have been the clinical effects of 
thiouracil in decreasing the activity of the toxic 
thyroid, that many studies have been undertaken 
upon the nature of the reaction, and in the effort 
to discover other beneficial drugs for the purpose, 
Many of the materials investigated proved to 
be more toxic than thiouracil. McGavack 
and Vogel” recently studied the goitrogenic 
effect of three pyrimidine compounds closely 
related to thiouracil. They concluded that all 
were more toxic than thiouracil. 

Astwood, Bissell and Hughes,’ in Boston, 
compared several hundred compounds for their 
capacity to interfere with the endocrine function 
of the thyroid of the rat. The method consisted 
of administering the substance in the food or 
drinking water in various concentrations for ten 
days. At the end of that period the thyroid 
glands were examined for evidence of hyper- 
trophy or hyperplasia. The investigators found 
it most satisfactory and convenient to judge 
the effectiveness of the compound by the weight 
of thyroid induced, that is, the hypertrophy, 
and its iodine concentration. Active compounds 
interfere with iodine fixation in the thyroid. 

They compared the drugs investigated with 
a selected dose of thiouracil as standard. Tox- 
icity was measured roughly by the degree of 
growth retardation of the experimental animals. 
Wide variation in activity of the products was 
noted, and relatively minor structural varia- 
tions could increase the potency ten-fold, or 
decrease it to undetectable proportions. They 


A. L.; Weis$, A. B.; and Council, F. E.: Proc. 
at and Med., *(Jan.) 1946. 


2. McGavack, T. H.; and Vogel, M.: A Study of the Toxic, 
Goi and Growth Retarding Effects of Derivatives 
i in the Albino Rat. 37:486 (Dec.) 


% Astwood, B.; Bissell, A.; and Hughes, A. M.: Further 
Studies on the Chemical Nature of Compounds which Inhibit the 
+ on of the Thyroid Gland. Endocrinology, 37:456 (Dec.) 
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found twenty-five compounds which were as 
active or more active than thiouracil. The most 
potent were derivatives of thiouracil. The com- 
parison of the numerous compounds in rats were 
promising. F urther studies in men must be made 
before acceptance of any of the new compounds 
as more useful than the customary substances 
in the treatment of hyperthyroidism. 

In view of the number of chemicals prepared 
and studied, this is quite a monumental piece of 
work. It should eventually throw further light 
upon chemical reactions within the thyroid. 


TWENTY-FIVE YEARS AGO 
From JOURNALS oF 1921 


President Harding’s Physician1—President Harding 
has appointed his family physician, Dr. C. E. Sawyer, 
of Marion, Ohio, a Brigadier-General in the Regular 
Army and has assigned him to duty as the Medical Aide 
to the White House. In making this appointment Presi- 
dent Harding is following the precedent of President 


McKinley, who promoted Lieutenant-Colonel Leonard’ 


Wood, * * * to the rank of a Brigadier-General. Presi- 
dent McKinley, in discussing this appointment with one 
of his friends, said: ‘““‘Dr. Wood has done so much for 
Mrs. McKinley that I am making him a Brigadier- 
General.” * * * 

* It. is customary for Presidents to assign an officer in 
the Army or Navy as White House physician, and Presi- 
dent Harding seems to be breaking all precedents by 
taking a physician from civil life and giving him high 
rank in the Army to act in the capacity of his medical 
advisor. President Harding’s probable reason for bring- 
ing his physician from his home town to the White 
House is that he is an ardent believer in homeopathy, 
his father and brother having practiced that form of 
medicine; and there are probably no homeopaths in 
the regular Army or Navy. 


President Harding has been harshly criticised for 
bringing his personal physician to the White House at 
the expense of the Government, and for giving a 
civilian high rank in the regular Army; but we think 
that the President of the United States should have the 
privilege of selecting his physician from civil life, and 
certainly the rank and pay of a Brigadier-General is 
not more than the President’s physician deserves. If the 
President prefers a homeopath to a regular physician 
he should be allowed to exercise the privilege of select- 
ing the man in whom he has most confidence as his 
medical adviser. 

It is also stated that Dr. Sawyer will be President 
Harding’s adviser regarding the health activities of the 
Government. A recent dispatch from Washington says 


President Harding’s Physician. Sou. Med. Jour., 
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that he “will take charge of a general reorganization of 
welfare bureaus in the Government, including the U. S. 
Public Health Service, the Children’s Bureau, and 
kindred organizations.” 


Bulgarian Sour Milk2—A Question. Why is B.B. 
Culture proving so popular with the physicians of the 
South in treatment of infant enterocolitis? The Answer. 
Because it is a culture of Bacillus bulgaricus which is 
viable, economical, and at the same time shows prompt 
and positive results. B.B. Culture Laboratory, Inc. Adv. 


—— 


2. Adv. Sou. Med. Jour., 14:38, 1921. 


Book Reviews 


Essentials of Neuro-Psychiatry. A Textbook of Nervous 
and Mental Disorders. By David M. Olkon, S.B., 
A.M., M.LD., Associate Professor of Psychiatry, College 
of Medicine, University of Illinois. 310 pages, illus- 
trated with 138 Engravings. Philadelphia: Lea and 
Febiger, 1945. Price $4.50. 

Old time psychiatry is on its way out. The wonders 
of mythology are beautiful and fanciful but not satisfy- 
ing to a scientifically trained mind. Mental impressions, 
environment and all the vagaries of the sexual urge have 
been overworked. This author, through a logical build- 
up, is moving toward a material basis for all psychic 
phonemena. Without cell functions, in all its phases, life 
cannot go on successfully. The author maintains 
throughout these pages the steadfast principle of mind- 
body relationship which is present in health, in illness 
and in all living activities of man. 

The volume is divided into five parts. 

Part I. The problem of causality in human behavior 
resolves itself into a system of relationships of different 
aspects of reality. 

Part II deals with major personality disorders. 

Part III describes special organic criteria in me:.t> 
disorders and the capillary system in health and disce « 
In this lie the basic principles upon which the philosoLay 
of the whole book is written. Mental functions are abso- 
lutely dependent upon the integrity of the blood supply. 
The author, some twenty years ago, in his studies was 
attracted to capillary defectiveness in chronic mental 
states, namely the psychoses and psychoneuroses. He 
early began to record his observations. All in all, up to 
date, more than twenty thousand individuals, normal 
and abnormal, of all age groups have been studied. 


The outstanding feature of this volume is his detailed 
studies of 2,000 patients suffering from psychoses at the 
Psychiatric Institute of the University of Illinois College 
of Medicine and at the Chicago, Elgin and Dixon State 
Hospitals. From this group 1,100 patients diagnosed as 
schizophrenia were selected for this report. The in- 
vestigation was carried out during the period from May 
1932 to June 1938. Many patients in the Psychiatric 
Institute were re-examined at intervals of from two to 
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four weeks and their capillary fields were compared with 
changes in general health, behavior and mental con- 
dition. The main concern of this study was the cor- 
relation of the cutaneous capillary bed with abnormal 
behavior in chronic psychoses. This report is complete 
in detail with illustrations. 

Part IV deals with psychoses with organic con- 
comitants in mental observations. 

Part V describes abnormal behavior types, newer 
views of psychiatry, and psychiatric consideration of 
war affected disorders. This section shows independent 
thinking and is quite complete and worth careful reading. 

This volume, as a textbook, independent of the 
capillary studies, is complete and up to date. It is, 
with its complete bibliography, extremely useful in the 
study and teaching of advanced psychiatry and the 
psychoneuroses. The careful reader will find much not 
seen in the ordinary text. 


What People Are. A Study of Normal Young Men. By 
Clark W. Heath. In collaboration with Lucien 
Brouha, Lewise W. Gregory, Carl C. Seltzer, Frederic 
L. Wells and William L. Woods. The Grant Study, 
Department of Hygiene, Harvard University. 141 
pages, with illustrations. Cambridge, Massachusetts: 
Harvard University Press, 1945. Price $2.00. 

The author uses as a basis for his book the collected 
data and reports of The Grant Study of the Harvard 
Department of Hygiene. He presents a clinical approach 
to the whole person, aimed at being useful in the 
practical efforts of guiding and helping people in their 
daily lives. All sorts of normal young men are studied, 
to give the word normal the broad meaning it should 
have. 

Physiology is not ignored in the various tables con- 
cerning such items as mouth temperature, heart rate, 
blood pressure, blood sugar, blood lactate and oxygen 
consumption before and after standardized exertion. 
The many tables are readable and easily understood. 
The socio-economic background of the participants is 
statistically evaluated. 

Body build is recognized as having some relation to 
personality traits. This study is an effort to build up a 
set of facts and statistics for a guide in considerations 
of personality function. 


Facial Prosthesis. By Arthur H. Bulbulian, M.S., D.DS., 
F.A.C.D., Director, Museum of Hygiene and Medicine, 
The Mayo Foundation, Rochester, Minnesota. 241 
pages with 202 illustrations. Philadelphia and London: 
W. B. Saunders Company, 1945. Price $5.00. 


The underlying purpose of reparative surgery is to 
return an individual disfigured by injury or disease to 
his or her place in society as quickly as possible with 
the least amount of disfigurement. Plastic surgery can 
literally achieve miracles, but the reconstruction of an 
ear or a nose is not only expensive and time-consuming, 
but requires considerable skill on the part of the 
surgeon and patience on the part of the patient. In 
certain selected cases, facial prosthesis is not only the 
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method of choice, but it may be the only method avail. 
able to the patient. 

The literature on, and the teachings of the use of 
facial prosthesis have not kept pace with the other 
branches of medical science. Little or nothing is taught 
of this important science in medical schools, and there 
are only a few scattered articles throughout medical 
publications. 

This is the first comprehensive work published on 
this subject. The first six chapters deal with funda- 
mental principles and serve as a foundation for the 
detailed and specific information contained in the fol. 
lowing eight chapters. Precise directions are given as 
to the making of molds and models, and as to the use 
of the various compounds used in making the prosthesis, 
The entire technic is vividly described step by step from 
the taking of the first impression to the completion of 
the prosthesis. Each step is well illustrated by ex- 
cellent photographs and detailed drawings. 

The subject covered by this splendid book is of 
prime importance to all interested in reconstructive 
surgery and the book is recommended to those of the 
dental and medical profession interested in restoring 
people disfigured by accident or disease. 


Experimental Catatonia. A General Reaction-Form of 
the Central Nervous System and Its Implications for 
Human Pathology. By Herman Holland DeJong, 
M.D., Associate Professor of Neuro-Psychiatry, Duke 
University Medical School, Durham, North Carolina. 
Former Director of the Neurophysiological Institute, 
Amsterdam University, Holland. 225 pages with illus- 
trations. Baltimore: The Williams & Wilkins Com- 
pany, 1945. Price, $4.00. 

Professor DeJong, long known for his and H. Baruk’s 
book, “La Catatonie Experimentale par la Bulbocapnine” 
now comes forward with reports and interpretations of 
catatonia produced not only by bulbocapnine, but by 
many other agents. : 

He discusses these in detail, elaborating with protocols 
which refer to chemicals such as bulbocapnine and mes- 
caline, to biochemicals as acetylcholine, to electricity, 
neurosurgery and alterations of metabolic function, re- 
sponsible for the catatonic syndrome in experimental 
animals. 

Catatonia as it occurs in man has been the subject 
of much scientific speculation. It has been attributed 
variously to endocrine imbalance, to endogenous toxins, 
to histopathologic changes in the cerebral cortex and 
to psychogenic factors. It is now a better understood 
phenomenon, more accurately defined and described and 
caused by a multitude of agents and factors. 

Whoever contributes to knowledge of the catatonic 
syndrome contributes to a better understanding of 
schizophrenia in particular, and of psychiatry in general 
and indirectly enhances medical knowledge of neuro- 
physiology. 

This 225-page book is full of scientific procedure, 
records and conclusions; the result of years of study of 
a truly qualified medical investigator. 
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Southern Medical News 


ALABAMA 


Dr. Bruno Barelare Jr., formerly Assistant Professor of Urology, 
University of Virginia, Charlottesville, Virginia, is associated 
in urology with Dr. Walter F. Scott, Birmingham. Dr. Barelare 
has been appointed Associate Professor of Urology, The Medical 
College of Alabama. 

Dr. Charles A. Thigpen, Montgomery, was entertained re- 
cently with a testimonial dinner by the Montgomery County 
Medical Society, complimenting him on more than a half century 

tice. 
fy ™ M. Shelamer, Athens, has been appointed Health 
Officer of Madison County, succeeding Dr. William C. Hatchett, 
Huntsville, resigned to join the Florida State Department of 


= Carl A. F. Holler, Fort Payne, has resigned as Health 
Officer of DeKalb County to accept a similar position in Etowah 
County with headquarters in Gadsden. 
Dr. Allie McLeod Stanton, Sylacauga, and Miss Margaret 
Elizabeth Spires, Edenton, North Carolina, were married recently. 
Dr. Gray Carroll Buck Jr., and Miss Darthula Hardie Hen- 
drick, both of Birmingham, were married recently. 


DEaTHS 


Dr. Samuel L. Ledbetter, Birmingham, aged 60, died March 10. 

Dr. Conley Pinkney McEachern, Geneva, aged 73, died recently 
of cardiorenal disease and influenza. _ 

Dr. Robert Hyndman Miller, Haleyville, aged 71, died recently 
of carcinoma of the intestine. 

Dr. Charles Teed Pollard, Montgomery, aged 73, died recently 

bic dysentery. 

oor Hugh’ Clark McRee, Hartselle, aged 69, died recently of 
ruptured aneurysm of the abdominal aorta and generalized 
arteriosclerosis. 


ARKANSAS 


Nevada County Medical Society has elected Dr. W. B. H. 
Pool, Bodcaw, President; Dr. B. H. Rouse, Prescott, Vice-Presi- 
dent; and Dr. L. J. Harrell, Prescott, Secretary-Treasurer. 2 

Bradley County Medical Society has elected Dr. Rufus Martin 
President; Dr. Merl T. Crow, Vice-President; and Dr. W. J 
Hunt, Secretary-Treasurer, all of Warren. 

Little River County Medical Society has elected Dr. Norman 
W. Peacock Jr., Ashdown, President; Dr. C. A. Harding, Ash- 
down, Vice-President; and Dr. E. W. Yates, Foreman, Secretary- 
Treasurer. 

Ouachita County Medical Society has elected Dr. B. V. Powell 
President; Dr. John P. McAlister, Vice-President; and Dr. R. B 
Robins, Secretary-Treasurer, all of Camden. 

Searcy County Medical Society has elected Dr. E. G. Fendley, 
Leslie, President; Dr. W. T. Moore, Marshall, Vice-President; 
and Dr. J. O. Leslie, Marshall, Secretary-Treasurer. 

Arkansas County Medical Society has elected Dr. C. W. Rasco 
Jr., DeWitt, President; Dr. Arthur Fowler, Humphrey, Vice- 
pate: and Dr. R. H. Whitehead Jr., DeWitt, Secretary- 
Treasurer. 

Cleveland County Medical Society has elected Dr. S. C. John- 
son, Kingsland, President; and Dr. W. G. Hancock, Rison, = 
tary-Treasurer. 

Cross County Medical Society has elected Dr. Thos. G. Price, 
Wynne, President; Dr. R. L. Hickman, Hickory Ridge, Vice- 
President; and Dr. Thos. Wilson, Wynne, Secretary-Treasurer. 

_ Conway County Medical Society has elected Dr. C. E. Ethe- 
tidge, President; Dr. J. M. Matthews Jr., Vice-President; and 
Dr. C. Ray Williams, Secretary-Treasurer, all of Morrilton. 

Fifth Councilor District Medical Society has elected Dr. Berry 
L. Moore, El Dorado, President; Dr. John P. McAlister, Camden, 
Vice-President; and Dr. Joe Rushton, Magnolia, Secretary- 
Treasurer. 

Hempstead County Medical Society has elected Dr. James G. 
Martindale, President; Dr. Jim McKenzie, Vice-President; and 
Dr. J. W. Branch, Secretary-Treasurer, all of Hope. 

‘olk County Medical Society has elected Dr. E. M. Miers, 

nt; Dr. C. A. Campbell, Vice-President; and Dr. Pierre 
Redman, Secretary-Treasurer, a!] of Mena. 
Sevier Coun 


Horatio, President: i b> 
=: resident; and Dr. C. E. Kitchens, DeQueen, Secretary 


Saint Francis County Medical Society has elected Dr. J. S. 
potion, President; Dr. J. M. Roy, Vice-President; and Dr. 
; 0. Rush, Secretary-Treasurer (reelected for the forty-third 
time to this office), all of Forrest City. 

Union County Medical Society has elected Dr. M. V. Russell, 
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ty Medical Society has elected Dr. R. C. Dickinson, © 


President; Dr. H. J. Mayfield, Vice-President; and Dr. G. D. 
Murphy Jr., Secretary-Treasurer, all of El Dorado. 

Dr. H. A. Stroud, Jonesboro, has been elected President, Craig- 
head County Tuberculosis Association. 

Dr. H. E. Mobley, Morrilton, has been elected to fellowship 
in the International College of Surgeons. 

Dr. A. M. Elton, Newport, has been elected Director of the 
local First National Bank. 

Dr. A. F. Hoge, Fort Smith, has been elected Director of the 
City National Bank. 

Dr. J. S. Coffman, Lavaca, has been elected President of the 
local Citizens Bank. 

A National Arthritis Research Foundation is to be established 
and a campaign for $2,500,000 will be launched to set up the 
Foundation as a national and independent center for studying 
the cause and treatment of rheumatic diseases, as announced re- 
cently. The main building will be located in Hot Springs Na- 
tional Park. 

Dr. D. E. White, El Dorado, has been elected Director of the 
local Kiwanis Club. 

Dr. W. B. Harrell, Little Rock, recently released from military 
service, has accepted appointment as Instructor, Department of 
prgsceleay. University of Arkansas School of Medicine, Little 

oc 


Arkansas physicians who have recently been released from mili- 
tary service and returned to practice are: Dr. R. E. Schirmer 
and Dr. W. C. Magness, Camden; Dr. Max A. Baldridge, Con- 
way; Dr. Hugh J. Mayfield, El Dorado: Dr. Vincent O. Lesh, 
Fayetteville; Dr. C. N. Bogard, Forrest City; Dr. Gaston Hebert 
and Dr. Joseph O. Boydstone, Hot Springs National Park; Dr. 
John L. Ruff, Dr. John E. Greutter Jr., Dr. Raymond C. Cook, 
Dr. Clyde D. Rodgers, Dr. Carroll F. Shukers, Dr. James Mc- 
Donald Hayes and Dr. A. M. Washburn, Little Rock; q 
Woodrow E. Phipps Jr., North Little Rock; Dr. Ross Maynard, 
Pine Bluff; Dr. Milton C. John, Stuttgart; Dr. J. Wirt Burnett, 
es Dr. Bruce Crow, Warren; and Dr. Floyd S. Dozier, 

ilson. 

Dr. W. H. Daubs, Texarkana, has moved to DeKalb, Texas. 

Dr. James Louie Smith, Magnolia, and Miss Dede Dabbs, Gulf- 
port, Mississippi, were married recently. 


DeaTHS 


Dr. Benjamin H. Hawkins, Mena, aged 67, died January 13. 

Dr. Marion Bates Leverett, McGehee, aged 36, died recently 
of injuries received in an automobile accident. 

~— Edward Christopher McDaniel, Tyronza, aged 71, died 
recently. 


Dr. John Samuel Wilson, Monticello, aged 66, died recently. 


DISTRICT OF COLUMBIA 


Washington physicians recently appointed to serve as con- 
sultants to veterans’ hospitals are: Lieutenant Colonel Brian B. 
Blades, chest surgery; Lieutenant Colonel Aubrey Hampton, for- 
merly of Harvard Medical School, Boston, radiology; and Colonel 
Roy Glenwood Spurling, neurosurgery. 

Dr. Don S. Knowlton, Captain, Medical Corps, U. S. Navy, 
formerly of Washington, has been awarded the gold star in lieu 
of a second Legion of Merit. 

Dr. John H. Robbins, Captain, Medical Corps, U. S. Navy, 
Washington, has been awarded the Bronze Star. 

Dr. Earle E. Metcalfe, Washington, Commander, Medical Corps, 
U. S. Navy, has been awarded the Bronze Star. 

Dr. Alfred B. Stich and Miss Muriel J. Edelstein, both of 
Washington, were married recently. 


DeatHs 
Dr. Lawrence W. White, Washington, aged 73, died recently 


-of carcinoma. 


FLORIDA 


Alachua County Medical Society has installed Dr. Chester F. 
Ahmann, Gainesville, President; and elected Dr. John H. Thomas, 
Gainesville, President-Elect; Dr. George M. Floyd, Hawthorne, 
Vice-President; and Dr. Stuart Scott, Secretary-Treasurer. 

Broward County Medical Society has elected Dr. F. D. Pierce, 
Fort Lauderdale, President; Dr. Milton N. Camp, Vice-Presi- 
dent; and Dr. F. Leslie Snyder, Hollywood, Secretary-Treasurer. 

Columbia County Medical Society has elected Dr. James F. 
Pitman, Lake City, President; Dr. O. F. Green, Mayo, Vice- 
President; and Dr. Thomas H. Bates, Lake City, Secretary- 
Treasurer. 

Dade County Medical Society has installed Dr. J. W. Snyder, 
Miami, President; and elected Dr. Warren W. Quillian, Coral 
Gables, President-Elect; Dr. P. J. Manson, Miami, Vice-President; 
Dr. George C. Austin, Miami Beach, Secretary; and Dr. James 
Putman, Treasurer. 
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Escambia County Medical Society has elected Dr. Carol B 
_ President; Dr. Charles A. Born, Vice-President; and Dr. 
Secretary-Treasurer, all of Pensacola. 

Me ots County Medical Society has elected Dr. Thomas H. 
Wallis, President; Dr. H. L. Harrell, Vice-President; and Dr. 

Bertrand F. Drake, Secretary-Treasurer, reelected, all of Ocala. 

Palm Beach County Medical Society has elected Dr. Guy W. 
Heath, President; Dr. David W. Martin, Vice-President; Dr. 
William H. Weems, Secretary; and Dr. Frederick K. Herpel, 
Treasurer, all of West Palm Beach. 

Pasco-Hernando-Citrus County Medical Society has elected Dr. 
W. H. Walters, ageneien, President; Dr. Claude L. 
Inverness, Vice-President; and Dr. G. R. Creekmore, Brookville, 

etary-Treasurer, reelected. 

Polk County Medical Society elected in absentia Dr. Benjamin 
. Bond, Winter Haven, President, Dr. Bond at that time not 

ving been released from military service; and elected Dr. Waldo 
Horton, Winter Haven, Vice-President; and Dr. Edgar Watson, 
Lakeland, Secretary-Treasurer, reelected. 

Dr. Marion Calvin Martin, Miami, and Mrs. ——— Purse 
Clinton, Chattanooga, Tennessee, were married recen’ 

Dr. Harold G. Nix, Tampa, reopened den = Tampa, 
practice limited to ae and gynecology. 

Dr. _ ~~ L. Bryans, Pensacola, has been relected President 
of the State Board of Health. 

Dr. dam A. Dame, Jacksonville, was recently elected Presi- 
dent of the Florida Public Health Association. 

Florida physicians who have recently been released from mili- 
tary service and returned to practice are: Dr. Joe I. Turber- 
ville, Century; Dr. Louis R. Bowen, Eustis; Dr. John D. Ferrara, 
wa ~ ph Rose, Dr. L. L. Par! james L. Borland, Dr. 

C. ‘Swift, Jacksonville; Dr. Hardy Ulm, Hollywood; Dr. Sam J. 
, Lakeland; Dr. A. J. Barranco and Dr. a 
Lake’ Wales; Dr. Eugene J. Jewett, 
Phillips, Dr. Franz Stewart, Dr. Jack A. M 
Scarborough and Dr. Charles E " 
Fisbein and Dr. Rene Torrado, Miami Beach; Dr. Carl D. 
Hoffman, Dr. G. Tayloe aw. Dr. Merrill Wattles and ». 
Louis M. Orr, Orlando; Dr. Alvin L. Stebbins, Wilton E. 
Tugwell, Dr. Nathan S. Rubin, ~ John Rowell, 
Dr. Rowland E. Wood, Dr. L. M. Gable, Dr. Claude B. Wright, 
St. ‘ae Dr. Charles L. Park, Sanford; Dr. Harold G. 
Nix, Dr. G. Cole, Tampa; Dr. Michael Smith, Dr. Thomas 
E. Daly, West Palm Beach; Dr. O. L. Kelley, Palm Beach 


DEaTHS 


Dr. William Bates Buckner, Jacksonville Beach, aged 39, died 
recently of coronary thrombosis 
an Maximilian Stern, ill Beach, aged 68, died Janu- 


=; <— R. Sudler, St. Petersburg, aged 70, died recently. 
Dr. Charlton Sidney Harris, Indian Rocks, aged 60, died re- 

cently of — anemia and a hemorrhage due to ulcer. 
Dr. Douglas G. Meighen, Tampa, aged 47, died recently. 


GEORGIA 


Floyd County Medical Society has elected Dr. Robert Norton, 
President; Dr. Ralph B. McCord, Vice-President; and Dr. Lee H. 
Battle, Secretary-Treasurer, all of Rome. 

Richmond County Medical Society has installed Dr. Perry P. 
Volpitto, President; and elected Dr. Goodrich Henry, President- 
Elect; Dr. David R. Thomas, Vice-President; and ‘Dr. H. P. 

il, Secretary-Treasurer, all of Augusta. 

Ware County Medical Society has elected Dr. T. J. Ferrell, 
Waycross, President; Dr. Lewis Oden, Blackshear, Vice-President: 
and Dr. L. W. Pierce, Waycross, Secretary-Treasurer. 

Walker-Catoosa-Dade Medical Society has elected Dr. Fred H. 
Simonton, Chickamauga, President; Dr. Charles Stephenson, Ring- 

id, haan = Dr. Frank O’Connor, Rossville, Secretary- 


St. — Infirmary medical ~ Atlanta, has elected Dr. 
Mason Lowance, President; Dr. Julian Riley, President-Elect; 
Dr. Sterling Claiborne, Vice-President; and Dr. Bernard Wolff, 


tary. 

Dr. John R. Lewis, Canton, formerly of Louisville, is as- 

sociated with Coker’s Hospital, Canton, as resident —. 
Emory University Hospital staff has Dr. H. 


as ‘new President, succeeding Dr. a A. Smith. 
J. D. Martin, Jr., Atlan id Robert 


Whipple, 

are Vice-President and Secretary 
Dr. Thomas J. Hicks, formerly of Copperhill, Tennessee, has 
— | his office at McCaysvilie, practice limited to internal 


of Cedartown, has ed his 
office at Rockmart. ” = 


Dr. R. B. Wilson, Atlanta, has opened his office, practice 
limited to neurology. 


Homer Allen, 
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Dr. Ben S. Read, Atlanta, has reopened his office in the Medical 
Arts Building, practice limited to obstetrics and 

Dr. Lamont Henry, Atlanta, has reopened his office, practice 
limited to internal medicine. 

Dr. Emmett S. Brannon, Rome, former Instructor in & 
Emory University School of Medicine, and on the visiting 
of Grady Hospital, Atlanta, has joined the staff of Scent 
Hospital, Rome, where he will practice internal medicine. 

Dr. Morris Paty Jr., Atlanta, Associate Dean, Emory Uni. 
versity School of Medicine, has resigned to return to medical 
onsiee with the Stephenson Memorial Hospital in Changchow, 


Dr. Paul Rawiszer, formerly of Jasper, will spend the next 
three years studying neuro-surgery in the postgraduate depart- 
ment of Lahey Clinic. Boston, where he accepted a fellowship. 

Dr. H. L. Barrow, Mason, has been appointed School Physician, 
and will assist Dr. R. Frank Cary, City-County Health Officer 
in the current examination of approximately 18,000 school children 
in Macon and Bibb County. 

Dr. S. E. Sanchez, Barwick, has received the 1945 Kiwanis 
award for outstanding and unselfish service to the community, 

Macon Hospital, Macon, has reappointed Dr. Olin H. Weaver, 
Chief of the Surgical Service; and Dr. J. C, Anderson, Chair. 
man of the Executive Committee. 

Dr. Webb Conn, Brunswick, who retired from practice several 

practice of 


months ago because ‘ ill health, has resumed 
medicine at Brunswi 

Dr. A. D. Williams, ” Folkston, announces the completion of a 
— new clinic and office building at Folkston. 

Dr. L. A. ae. 7. has been appointed County Physician, 
succeeding Dr. T. R. Moye, whose health does not permit him 
to serve. 

Emory University School of Medicine, Atlanta, has the follow- 
ing new faculty members: Dr. Frank L. Engel, Associate Professor 
of Medicine; Dr. Max Michael, Assistant Professor of Medi- 
cine; Dr. Harry Lee Allen, Assistant Professor of Anatomy; Dr, 
Albert Louis Evans, Dr. William Parker Leonard, and Dr. 


Virgil Duncan Shepard, all Assistant Professors in Clinical Oto- 
rhinolaryngology. 

Dr. Charles H. Richardson Jr., Macon, has opened his office 
for the practice of general surgery, in association with his father, 
Dr. Charles H. Richardson. 

Dr. Henry D. ited tl Atlanta, has opened his office 

ogy 


and Dr. J. Harry Lange, all of pA. 
Austell; Dr. W. P. Rhyne and Dr. Frank Thomas, Albany; 
Allan G. Thurmond and Dr. Joe Williams, Augusta; Dr. M. W. 
Williams, Camilla; Dr. W. L. Curtis, College Park; Dr. Dan A. 
Jardine, Douglas; Dr. Hubert Milford, Hartwell; Dr. C. J. 
Roper, Jasper; Dr. C. L. agg ay Pelham; Dr. John E. Porter, 
Dr. J. Gregg Smith, Dr. L. M. Freedman and ‘Dr. Howard J. 
Morrison, Savannah; Dr. W. G. ae Sylvania; Dr. Roy 
Johnson Jr., Thompson; Dr. Alexander G. Little Jr., Valdosta; 
Dr. W. mis Pomeroy, Waycross; and Dr. Charles Roy Wil- 
liams, Wadley 

Battey Grasset Hospital, Rome, has been leased for five 
years to the State of Georgia with an option to be purchased 
later. The Surplus Property Administration authorized the 
Federal Works Agency to negotiate this lease with the State of 


Dr. Daniel C. Elkin, Atlanta, was named President of the 
Southern Surgical Association at its meeting held recently. 

Dr. Jack M. Levin, Atlanta, and Miss Adele Segall, Miami, 
Florida, were married recently. 


DEaTHS 


Dr. Frank M. Bruce, Homerville, aged 63, died am ag 
Dr. em « J. Johnson, LaFayette, aged 78, died recen tly. 
allace D. Kennedy, Metter, aged 73, died recently. 
Dr. George Wiley King, Atlanta, aged 74, died recently. 
Dr. Julius Shuford Mitchell, Rome, aged. 72, as Tecently. 
Dr. Charles Washington Reid, Pelham, recently. 
Dr. William Thomas Smith, Tifton, aged 69, "ied recently. 


KENTUCKY 


Fulton County Medical Society has elected Dr. L. 
Dr. Word Vice-President; ‘Dr. P. J. 
rinca, Secretary, of Fulton 
Harlan County a gs Society has elected Dr. Hobson Guthrie, 
. R. Pari an, 
Harrison County Medical Society has elected Dr. K. W. Brum 
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back, President; Dr. H. Tod Smiser, Vice-President; and Dr. 
W. B. Moore, Secretary-Treasurer, all of Cynthiana. 

Letcher County Medical Society has elected Dr. Fred L. 
Wommack, Jenkins, President: Dr. Harvey M. McLure, Jenkins, 
Vice-President; and Dr. R. Dow Collins, Whitesburg, Secretary- 
Treasurer. 

Scott County Medical Society has elected Dr. Fred W. Bilt, 
President; Dr. H. G. Wells, Vice-President; and Dr. H. V. 
Johnson, Secretary-Treasurer, all of Georgetown. 

Warren-Edmonson County Medical Society has elected Dr. J. B. 
Helm, Smiths Grove, President: Dr. Hoy Newman, Bowling 
Green, Vice-President; and Dr. Travis B. Pugh, Bowling Green, 
Secretary-Treasurer. 

Dr. Frank M. Powell, Jr., Louisville, has opened offices for 
the practice of general medicine in association with Dr. Lamar 
Neblett. 

Dr. Carlos A. Fish, Louisville, has opened offices in the 
Heyburn Building, practice ‘limited to internal medicine. 

Dr. A. A. Shaper, Louisville, has resumed practice of medicine 
at St. Matthews. 

Dr. William B. Atkinson, Campbellsville, has been named Act- 
ing Director of a newly created Division of Medical and Related 
Services in the State Department of Health. 

Dr. John M. Ryan, Carrollton, has been selected as the recipient 
of the Citizenship Award given each year by the Carrollton 
Chamber of Commerce to the man who has rendered most valu- 
able service to the community during the year. 

Kentucky physicians who have returned from military service 
and resumed practice are: Dr. Henry G. Saam, Dr. Robert F 
Monroe and Dr. Lee Palmer, all of Louisville. 

Dr. Joseph Theodore Andrews, Harlan, and Miss Alice Char- 
lotte Merry, were married recently. 


Deatus 


. C. C. Carroll, Elizabethtown, aged 69, died recently. 
. O. P. Chapman, Port Royal, aged 72, died recently. 
. William James Coleman, Newport, aged 61, died recently. 
. Lubie G. Colley, Farmington, aged 71, died recently. 
. Thomas James Connolly, Crescent Springs, aged 71, died 
recently of Parkinson’s syndrome. 
Dr. Allen Donaldson, Carrollton, aged 68, died recently of 
chronic myocarditis. 


April 1946 


Dr. Paul E. Harper, Dry Ridge, aged 35, died recently, 

Dr. John Henry Hohnstedt, Fort Thomas, aged 72, died recently 
of coronary occlusion. 

Dr. Martin S. Kirwan, Louisville, aged 69, died recently, 

Dr. Thomas Ignatius Lynch, Louisville, aged 45, died recently 
of hypertensive heart disease. 

Dr. J. Clarence Mudd, Springfield, aged 77, died recently of g 
heart attack. 

Dr. Richard Willis Oliver, Louisville, aged 70, died recently. 

Dr. Frank Ritter, Louisville, aged 58, died recently. 

Dr. Benjamin Vaughan, Louisville, aged 66, died recently, 


LOUISIANA 


Orleans Parish Medical Society has installed Dr. Danie} J. 
Murphy, President; and elected Dr. H. Ashton Thomas, President. 
Elect; Dr. mund M. Connely, First Vice-President; Dp. 
C. J. Brown, Second Vice-President; Dr. Edgar Hull, Thid 
Vice-President; Dr. Max M. Green, Secretary; Dr. Boni J. De 
Laureal, Treasurer; and Dr. Eugene H. Countiss, Librarian, al} 
of New Orleans. 

New Orleans Hospital Council has elected Dr. Ernest Celli, 
President; and Dr. Lewis E. Jarrett, Vice-President. 

Dr. Wilbur Smith, New Orleans, was reelected President of 
the National Collegiate Athletic Association at their recently 
annual meeting held in St. Louis, Missouri. 

Hotel Dieu staff, New Orleans, and other officers for this 
include: Dr. Lucien A. Fortier, President; Dr. Edmond 
Vice-President; Dr. Beacham, Secretary-Treasurer, 
Executive Committee: . Frank Chetta, Dr. 
W. A. Gillespie, Dr. Edgar Hull, - C. W. Mattingly, Dr. 
Monte Meyer and Dr. J. M. Perret. Y 

Dr. R. P. Kandle, Monroe, has resigned as Director of the 
Division of Local Health Services as announced by the i 
of the State Board of Health, to become Field Director of the 
American Public Health Association with headquarters in New 
York. 

Dr. William B. Clark, Professor of Ophthalmology, Tulane 
University School of Medicine, New Orleans, has just returned 
from a three weeks’ visit to Guatemala and Mexico where he 
continuing his research project on the ocular manifestations of 
onchocerciasis. 
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THE NEW YORK POLYCLINIC 
MEDICAL SCHOOL AND HOSPITAL 


(ORGANIZED 1881) 
(The Pioneer Post-Graduate Medical Institution in America) 


UROLOGY 


A combined full time course in Urology, covering an 

academic (8 months). It compri ‘instruction in 

ogy; physiology; embryology; biochemistry; 
pathology; practical i i 


ry 


the 
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tive instrumental manipulation; 
inics; demonstrations in the operative ins 
management of bladder tumors and other vesical 
as well as ic prostatic resection. 


ANESTHESIA 


The course includes general and regional 

anesthesia, with special demonstrations in 

the clinics and on the cadaver of caudal, 

spinal, field blocks, etc. Instruction in in- 

travenous therapy, oxygen therapy, resusci- 
* tation, aspiration bronchoscopy. 


FOR INFORMATION ADDRESS 
MEDICAL EXECUTIVE OFFICER, 345 West 50th Street, NEW YORK 19, N.Y. 
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“You're the picture of health, Sally” 


HESE “pictures” of Sally are filed, one by 

one...as a record of continuing good 
health and intelligent care. 

Ever since she could toddle, Sally’s par- 
ents have taken her periodically to the 
family physician for a complete check-up, 
including—for a few extra dollars—a chest 
radiograph by a competent radiologist. 

There never have been enough parents 
like Sally’s...with the knowledge and 
foresight to seek out possible disease while 
it can still be arrested. 

Fortunately, nearly 14 million men and 


women who served in the war have learned 
the value of radiographic examinations. 
With the help of the physicians of America, 
including the thousands coming back into 
civilian life, these future parents will give 
their children the benefit of radiography’s 
health-insuring service. 


EASTMAN KODAK COMPANY 
Medical Division, Rochester 4, N. Y. 
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The following New Orleans physicians have been released from 
active military service and have resumed practice: Dr. Merrill 
C. Beck, Dr. Irvin Cahan, Dr. R. J. Christman, Dr. Samuel 
H. Colvin, Dr. Homer Dupuy, Dr. Wilfred Finkelstein, Dr. 
G. Nelson Furbeck, Dr. Jack S. George, Dr. Murrel H. Kaplan, 
Dr. Edward deS. Matthews, Dr. C. J. Miangolarra, Dr. Morrell 
W. Miller, Dr. Paul Renken, Dr. Marvin C. Smith, Dr. Am- 
brose H. Storck and Dr. Chas. J. Wheeler. 


DEATHS 


Dr. Rufus Jackson, Baton Rouge, aged 63, died February 20 
as a result of a tractor accident on his farm near Baton Rouge. 

Dr. J. O. St. Dizier, Walls, aged 66, died recently when he 
was struck by a train. 

Dr. H. W. E. Walther, New Orleans, aged 57, died January 6. 


MARYLAND 


Dr. Winford H. Smith, Baltimore, since 1911 Director, Johns 
Hopkins Hospital, has retired, and is succeeded by Dr. Edwin 
L. Crosby Jr., Assistant Director since 1940. 

Dr. Edwards A. Park, Baltimore, was recently presented by 
the American Academy of Pediatrics the Borden Award, con- 
sisting of a medal and $1,000. The award is granted annually 
to the specialist considered to have done the best research in 
nutrition in the field of pediatrics. 

Dr. Joseph P. Franklin, Cumberland, has returned from mili- 
tary service and to his former position as Deputy State and 
County Health Officer, Allegany County. 

Dr. Chas. Brenton Huggins, Professor of Surgery (Urology), 
University of Chicago School of Medicine, Chicago, has been 
named Professor of Urology and head of the Department at Johns 
Hopkins University School of Medicine, Baltimore. 


DeaTHs 


Dr. Sam Shirley Blackman Jr., Baltimore, aged 44, was acci- 
dentally drowned in Chesapeake Bay recently. 
Dr. Charles Urban Smith, Baltimore, aged 77, died recently. 


MISSISSIPPI 


Mississippi State Medical Association will hold its next meet. 
ing at Jackson, Robert E. Lee Hotel, May 14-16. 

North Mississippi Hospital, Holly Springs, a splendidly equipped 
hospital with thirty beds, was dedicated February 15. It cop. 
nects with the brick structure of the M. S. College in which jt 
is hoped to add another unit, the twenty beds in this unit bej 
used for the nurses. Dr. V. B. Philpot is Surgeon-in-Charge 
The official staff is composed of Dr. Ira Seale, Holly Springs 
President; Dr. C. . Emerson, Hernando, Vice-President; and 
Dr. Philpot, Secretary. Physicians of Marshall, Tate and DeSoto 
counties are members of the staff. 

Newton County Medical Society has elected Dr. E. L, Laird, 
Union, President; Dr. Omar Simmons, Newton, Vice-President: 
and Dr. Dudley Stennis, Newton, Secretary. ‘ 

The City of Tupelo has been assured of a 250-bed veterans’ 
hospital as well as a $200,000 addition made to the Tupelo 
hospital at a cost of more than $300,000. 

The following physicians who recently returned from military 
service are members of the Gamble Brothers and Archer Clinic 
staff, Greenville; Dr. E. T. Ellison, Dr. W. H. Cave, Dr. B, F, 
Hand, Dr. J. G. Marsh, Dr. G. F. Mood and Dr. C A 
Murry. 

Dr. Francis Curie Skilling, Key Field, and Miss Leona Marie 
Mazzoni, Licutenant, Nurse Corps, Army of the United States, 
were married recently. 


DeaTHS 


Dr. Samuel Slaughter Caruthers, Duck Hill, aged 69, died re 
cently of coronary thrombosis. 


MISSOURI 


Dr. Oscar P. Hampton Jr., University City, Lieutenant Colonel, 
Medical Corps, U. S. Army, recently returned from overseas, 
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for Physiologic’ Correction of . 
Habitual and Atonic Constipation 


Though effective whenever con- digestion and absorption of fats. 
stipation must be corrected, Deoxycholic acid, a constituent 


Cholmodin proves 


especially of human bile and a true chole- 


useful in the aged and in bed- retic, augments peristalsis in the 
ridden patients, in whom im- small bowel. Under its influence, 
paired fat-digestion, intolerance the extract of aloes begins to re- 
to fatty foods, and diminished ease the contained emodin 
absorption of fat-soluble vita- promptly at a gradual rate, thus 


mins is so often encountered. 


Available through 
all pharmacies in 
boxes of 50 tablets. 


Riedel - de Haen, Inc. 


activating the lower bowel 


Composed of deoxycholic acid gently, without griping and with- 
(1% gr.) and extract of aloes out excessive water loss. The 
(% gr.), Cholmodin activates evacuation induced by Cholmodin 
the entire intestinal tube, inten- duplicates closely the normal 
sifies bile flow, improves the effect of intestinal motility. 


New York 13, N. Y. 


j 
; 
CP p | e 
{ 
| 
q 
q 


Seow * 


Vol. 39 No. 4 SOUTHERN MEDICAL JOURNAL 65 


How to be YOur 


Radiographs 


Every Patterson Screen is uniform, yo 
grained, with high resolution . 
radiographs of high diagnostic BAS 


Patterson Screens—the choice of radi- 
ists and x-ray technicians all over 
the world—are easy to keep clean. 


4, REPLACE WHEN NECESSARY 


Patterson Screens do not de- 
teriorate because of x-ray ex- 
posure, but accidents, wear 
and scratches will eventually 
make them unfit to produce 
easy-to-read radiographs. 
Damaged or soiled screens 
should be replaced at once 
with new Patterson Screens. 
Your dealer now has a com- 
plete supply available. Pat- 
terson Screen Division of E. I. du Pont de 
Nemours & Co. (Inc.), Towanda, Pa. 


—__“ Patterson Screens 


The Standard of Screen Quality 


THe 
GETTER THINGS FOR BETTER LIVING...THROUGH CHEMISTRY 


Have your dealer test cassettes periodi- 
cally for perfect screen contact in the 
cassette. 
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has been assigned to the Surgical Consultants Division, Ortho- 
pedics Branch, Office of The Surgeon General. 

The will of Dr. Paul F. Stookey, Kansas City, who died in 
November, provided that after his widow’s death half of the 
estate should go to St. Mary’s Hospital and half to the build- 
ing fund of the Jackson County Medical Society. 

Dr. Jacob D. Smith, Shelbina, recently observed his 97th 
birthday. 

Rev. Alphonse M. Schwitalla, S.J., Dean of the St. Louis 
University School of Medicine, St. Louis, gave a dinner re- 
cently at the Hotel Statler, to welcome the 70th General Hos- 
pital and faculty members returning home from service. Major 
General George F. Lull, U. S. Army, and Captain Francis J. 
Braceland, Medical Corps, USNR, were speakers at this dinner. 

Dr. E. Claude Bohrer, West Plains, has been elected President 
of West Plains’ new Civic Music Club. 

Missouri Methodist Hospital, St. Joseph, has elected Dr. G. T. 
Bloomer, President; Dr. Clifton Smith, Vice-President; and Dr. 
Maxwell Day, Secretary-Treasurer. 

Dr. Brian Blades, St. Louis, for the last three years chief of 
the Thoracic Surgery Section of Walter Reed General Hospital, 
Washington, D. C., has been appointed Professor of Surgery, 
George Washington University School of Medicine, Washing- 
ton, D. C. 

Dr. E. C. Snavely, Sedalia, has been reappointed Pettis County 
Physician. 

Dr. Paul Forgave, Dr. Charles Greenberg, Dr. H. E. Petersen 
and Dr. J. M. Allaman, St. Joseph, have been named to a 
Public Health Committee to investigate the proposal for a pub- 
lic health unit for St. Joseph and Buchanan County. 

Dr. Clifton Smith, St. Joseph, has been re-elected President, 
Buchanan County Tuberculosis Society. 

Dr. Robert E. Stowell, St. Louis, and Miss Eva Mae Chambers 
were married recently. 

Dr. Ralph Burke Dawson, St. Louis, and Miss Nancy Scott 
Causey, Greensboro, North Carolina, were married recently. 

Dr. Claude R. Wood has been elected Vice-President and ap- 
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pointed Editorial Consultant of the C. V. Mosby Company as 
recently announced by this company. 


DeaTHs 


Dr. Helena Eleanor Enz, Kansas City, aged 59, died recently, 

Dr. Mazyck Porcher Ravenel, Columbia, aged 84, died Tecently 
of pneumonia. 

Dr. Adam George Youngman, St. Louis, aged 65, died Tecently 
of coronary thrombosis. 

Dr. Francis F. Zeller, St. Louis, aged 83, died recently of 
coronary thrombosis. 


NORTH CAROLINA 


First District Medical Society has elected Dr. Thomas L, 
Carter, Gatesville, President; Dr. J. Gaddy Matheson, Ahoskie 
Vice-President; and Dr. H. Vaughan, Edenton, Secretary. 
Treasurer. 

Third District Medical Society has elected Dr. W. S. Dosher, 
President; and Dr. Robert M. Fales, Secretary-Treasurer, both of 
Wilmington. 

Cabarrus County Medical Society has elected Dr. Guy L. 
Whicker, President; Dr. J. E. Nance, Vice-President; and Dr. 
R. E. Moorefield, Secretary-Treasurer, all of Kannapolis. 

Cabarrus County Hospital has elected Dr. Guy L. Whicker, 
Chief of Staff succeeding Dr. R. B. Rankin, Cord; Dr. J. E. 
Nance, Kannapolis, Assistant Chief of Staff; and Dr. R. §, 
Moorefield, Secretary-Treasurer. 

Warren County Medical Society has elected Dr. H. H. Foster, 
Norlina, President; Dr. G. H. Macon, Warrenton, Vice-President; 
and Dr. W. D. Rodgers, Secretary-Treasurer. 

Wilkes-Alleghany Counties Medical Society has elected Dr, 
F. C. Hubbard, President; and Dr. J. H. McNeill, Secretary- 
Treasurer, both of North Wilkesboro. 

Dr. Estus White, Kannapolis, has been elected man-of-the-year 
by the Junior Chamber of Commerce and the local newspaper. 


Continued on page 68 
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FULL COLOR HUMAN 
INTEREST GOOD POS- 
TURE CHART expressly 
designed for physicians’ 
offices, clinics and health 
centers. One of four in 
the new 1946 group added 
to the standard series 
widely distributed in 
schools, colleges, indus- 
trial plants, “Y’s” and 
similar outlets. Write for 
your office copy of this 
educational chart on your 
professional letterhead. 
Samuel Higby Camp In- 
stitute for Better Posture, 
Empire State Building, 
New York 1, N. Y. 


May 6 
Sth Annual 


Once again National Posture Week takes its place on the 
calendar of public health education as it dramatizes the 
sound and ethical year-round program focusing the atten- 
tion of the country on the significance of good posture as 
one element in good health and physical fitness. 


Since no field is more subject to the dangers of “glamoriz- 
ing” and lay “experting,” the Institute in all its appeals 
stresses the necessity of “seeing your physician” as the 
first step in the improvement of poor body mechanics. 
Distribution of authentic literature through schools, 
colleges, medical and government bodies; and industrial, 
professional and civic public health groups is an important 
part of the program. Press and radio give serious coverage. 


We hope to merit the continued cooperation of the medi- 
cal profession during the first post-war observance of 
National Posture Week as peace presents its varied prob- 


lems to those charged with maintaining the health of the 
nation, 


S. H. CAMP & COMPANY e Jackson, Mich, ¢ World’s Largest Manufacturers of Scientific Supports 
Offices in NEW YORK + CHICAGO + WINDSOR, ONTARIO *« LONDON, ENGLAND 


NATIONAL POSTURE WEEK 


> 
FREE: These two heav- 
* ily illustrated 
booklets on posture pre- 
pared especially for dis- 
tribution by physicians to 
their patients. Their titles 
are: “The Human Back 
. . . its relationship to 
Posture and Health” and 
“Blue Prints for Body 
Balance.” Ask for the 
quantity you need on 
your professional letter- 
head. THE SAMUEL 
HIGBY CAMP INSTI- 
TUTE FOR BETTER 
POSTURE, Empire State 
Bldg., New York 1, N. Y. 
Founded by S. H. Camp & 
Cc y, Jack Mich. 
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Dr. James Mills, Henderson, has moved to North Wilkesboro 
to practice medicine. 

Highland Hospital, Asheville, has appointed Dr. Basil T. 
Bennett Jr., Trenton, Tennessee, Medical Director, to succeed 
Dr. Robert S. Carroll, the founder; and Dr. Otto Billig, Ashe- 
ville, Clinical Director. 

Dr. Roy McKnight, Charlotte, is the new President of the 
North Carolina State Board of Medical Examiners. 

Dr. John R. Williams, Jr., has resigned as Assistant Professor 
of Medicine, Bowman Gray School of Medicine of Wake Forest 
College, Winston-Salem, to become associated with his father 
in the practice of medicine in Rochester, New York. 

Bowman Gray School of Medicine of Wake Forest College, 
Winston-Salem has announced the following new appointments: 
Dr. Weston M. Kelsey, Westport, Connecticut, Instructor in 
Pediatrics; Dr. Joseph T. Phillips Jr., Washington, D. C., 
Instructor in Biochemistry; and Dr. William FE. Cornatzer, 
Ph.D., Assistant Professor of Biochemistry. 

Dr. George D. Wilson, Kernersville, has been appointed Direc- 
tor of Physical Medicine for the National Society for Crippled 
Children and Adults, Chicago, and will act in an advisory ca- 
pacity in the Society’s program to assist communities throughout 
the country in meeting the medical problems posed by handi- 
capped persons. 

Dr. William L. Fleming, Chapel Hill, Research Professor of 
Syphilology, University of North Carolina School of Public 
Health since 1939, has resigned to become Chief of the Genito- 
Infectious Clinic and Associate Professor of Medicine, Boston 
University School of Medicine, Boston, Massachusetts. He is 
succeeded by Dr. Harold J. Magnuson, Baltimore, Maryland, 
as Research Professor of Experimental Medicine in the School 
of Public Health. 

The following North Carolina physicians have been released 
from military service and have resumed practice: Dr. John C. 
Burwell, Greensboro; Dr. E. W. Furgurson, Plymouth; Dr. Isaac 
E. Harris Jr., Durham; Dr. Will H. Lassiter, Selma; Dr. Lester 
P. Martin, Mocksville; Dr. W. H. Patton, Jr., Morganton; Dr. 
rE Dan Redwin, Lexington; Dr. John G. Smith, Rocky Mount; 

r. James B. Woods Jr., Davidson; Dr. Frank Edmondson, for- 
merly of Tarboro now of Asheboro; Dr. Franklin M. Grady, 
New Bern; Dr. William A. Farmer, Fayetteville; Dr. Joseph P. 
McCracken, Durham; and Dr. William Smithie, Rocky Mount. 

Dr. Cliff Ratliff Jr., Morven, and Miss Helen Jane Shaffer 
were married recently. 

Dr. John Pope Collins and Miss Dorothy Jean Watkins, 
both of Durham, were married recently. 

Dr. Joseph Lindsay Cook, Graham, and Miss Jean Foster 
Bailey, Greenville, South Carolina, were married recently. 

Dr. Henry M. Stern and Miss Carol Goodman, both of Wil- 
mington, were married recently. 

Dr. Karl Crawford Jonas, Marion, and Mrs. Bonnie Babcock 
Brooks were married recently. 


DEaTHS 


Dr. Russell S. Beam, Lumberton, aged 58, died recently. 

Dr. Evan Marshall Hutchins, North Wilkesboro, aged 75, died 
recently. 

=. Isaac Hall Manning, Chapel Hill, aged 79, died Febru- 
ary 12. 
Dr. Martin Teasley Maxwell. Robbinsville, aged 85, died re- 
cently of influenza and heart disease. 

Dr. Joseph Clinton Vaughan, Rich Square, aged 56, died re- 
cently of chronic nephritis, 
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OKLAHOMA 
DeEaTHS 


Dr. William Birnbaum, Tulsa, aged 39, died recently of injuries 
received in an automobile accident. 
Dr. Frederick S. Halm, Sand Springs, aged 67, died recently, 


SOUTH CAROLINA 


Greenville County Medical Society has installed Dr. M. Nach. 
man, President; and elected Dr. J. W. McLean, President-Elect; 
Dr. J. E. Crosland, Secretary; and Dr. J. E. Lipscomb Jr, 
Treasurer, all of Greenville. . 

Medical Society of South Carolina has elected Dr. M. W. 
Beach, President; Dr. A. E. Baker, Vice-President; Dr. Robert 
Wilson Jr., Secretary-Treasurer; and Dr. H. R. Pratt-Thomas, 
Librarian, all of Charleston. 

Lexington County Medical Society has elected Dr. Karl L, 
Able, Leesville, President; Dr. O. C. Holler, Leesville, Vice. 
President; and Dr. J. H. Mathias, Lexington, Secretary-Treasurer, 

Sumter County Medical Society has elected Dr. W. A. Stuckey, 
President; Dr. Charles White, Vice-President; Dr. 

—. Secretary; and Dr. W. J. Snyder, Treasurer, all of 
umter. 

York County Medical Society has elected Dr. J. L. Bundy, 
Rock Hill, President; Dr. Ben N. Miller, Hickory Grove, Vice- 
President; and Dr. E. E, Herlong, Rock Hill, Secretary-Treasurer, 

Dr. J. R. Allison, Columbia, has associated with him Dr, 
Ned Rubinowitz in the practice of dermatology. 

Dr. J. Gordon Seastrunk, Columbia, has been made a fellow of 
the American College of Chest Physicians. 

South Carolina physicians who have recently been released 
from military service and have resumed practice are: Dr. Hal 
Powe Jr., Dr. Horace M. Whitworth, Dr. James T. Flynn Jr,, 
Dr. William Schulze, Dr. William H. Thames, Dr. Charles N, 
Wyatt, all of Greenville; Dr. Harry F. Wilson, Columbia; and 
Dr. Joseph H. King, Manning. 

r. P. M. Huggin, formerly of Gallatin, Tennessee, has 
joined the staff of the South Carolina Sanatorium, State Park. 

Dr. Clifford D. Miller, Charlottesville Virginia, has accepted 
. ae on the staff of the South Carolina Sanatorium, State 

ark. 

Dr. Frederick Fletcher Adams Jr., Columbia, and Miss Doris 
Marcia Gruber were married recently. 

Dr. Bedford F. Boylston, Aiken, and Miss Isabel Brickley, 
eee, New Jersey, were married in London, England, 
recently. 


TENNESSEE 


Henry County Medical Society has elected Dr. Henriette Velt- 
man, President; Dr. W. Gardner Rhea, Vice-President; and Dr. 
R. Graham Fish, Secretary-Treasurer, all of Paris. 

Memphis and Shelby County Medical Society has installed 
Dr. C. H. Heacock, President; and elected Dr. A. F. Cooper, 
President-Elect; Dr. Webb B. Key, Vice-President; Dr. Clyde 
C. Croswell, Treasurer; and Dr. Henry B. Gotten, A 
all of Memphis. 

Greene County Medical Society has elected Dr. P. L. Fisher, 
Greenville, President; Dr. M. A. Blanton, Mosheim, Vice-Presi- 
dent; and Dr. L. E. Dyer, Greenville, Secretary. 
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LaMOTTE BLOOD CHEMISTRY SERVICE 


LaMotte Hemoglobinometer 


This outfit was developed to estimate the hemo-_ ; tests: Sugar, 

globin in terms of grams per 100° ml. of blood. 
he blood sample is treated with hydrochloric ee: 

acid which converts the hemoglobin into acid ein, Urine pH, Sulfanilamide, Sulfa- 

color standards. e result is re ° irectly. a oe ine 

Ourfit includes comparator case with all aa Gastric Acidity, Calcium-Phosphorus, 


This Service includes a series of simi- 
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sary equip and « p 
#10.00 f. o. b. Towson, Maryland. 


If you do not have the LaMotte Blood Chemistry Handbook, a complimentary copy will be sent upon request 
without obligation. 


LaMotte Chemical Products Co., Dept. S, Towson 4, Maryland 
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@ The new Zimmer clamp outfit includes the new 
Zimmer four-pronged clamp, with its two-plane 
self-adjusting prongs that conform to the taper 
of the bone and are especially valuable in holding 
certain types of fractures in reduction because 
of the swivelled arrangement. 

The handle fits all of the attachments and is 
easily and quickly removed. It is equipped with 
a ratchet arrangement that locks the clamp in 
the desired position. 


Complete with two sizes each of the Zimmer 
clamp, conventional three-prong clamp and Con- 
ley Elongated Jaw clamp. Knurled thumb screws 
on each of these attachments can readily be re- 
The four-pronged clamp moved when it is desired to use the handle for 

in use with handle. clamping and holding bone fragments in position. 
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Have You Patients 


WITH ANY OF 
THESE 25 CONDITIONS? 


Visceroptosis or 
Nephroptosis 
with Symptoms 
Inoperable Hernia 
Sacroiliac or 
Lumbosacral 
Sprain 

Fractured 
Vertebrae 
Protruding Disc 
Spondylolisthesis 
Spondylarthritis 
Kyphosis, Lordosis, 
Scoliosis 
Osteoporosis 
Obesity 
Antepartum- 
Postpartum 
Breast Conditions 
Following: 
Hysterectomy 
Nephropexy 
Nephrectomy 
Cholecystectomy 
Colostomy 
Cesarean Section 


Herniotomy 


Spencer Abdominal 
Supporting Belt de- 
signed especially for 
this man. Grips pelvis 
firmly ; effectively co- 


and back support. 


Each Spencer Support is 
individually designed, 
and made after a descrip- 
tion of the patient’s body 
and posture has been re- 
corded—and many meas- 
urements have been taken. 
This assures the doctor 
that the support will be 
correct from standpoint 
of body mechanics; that 
it will fit exactly, be per- 
fectly comfortable. 


For a dealer in Spencer Sup- 
ports look in telephone book 
for “Spencer corsetiere’’ or 
“Spencer Support Shop,’ or 
write direct to us. 


SPENCER, INCORPORATED 

129 Derby Ave., New Haven 7, Conn, 

In Canada: Rock Island, Quebec. 

In England: Spencer (Banbury) Ltd., Banbury, Oxon. 
Please send me booklet, ‘‘How Sp Supports 
Aid the Doctor’s Treatment.” 


Send You 
Booklet? 


City & State 


SPENCER SUPPORTS 


een Abdomen, Back and Breasts 
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Grundy County Medical Society has elected Dr. U, B 
Bowden, Pelham, President; Dr. O. H. Clements, Palmer, Vice. 
President; and Dr. Wm. A. Brewer, Monteagle, Secretary, 

McMinn County Medical Society has elected Dr. John ¢ 
Sharp, Etowah, President; Dr. W. S. Moore, Etowah, Vice. 
President; and Dr. Lester H. Shields, Athens, Secretary, 

Sullivan-Johnson County Medical Society has elected Dr. 
George W. Leavell, Bristol, President; Dr. J. V. Hodge, Kings. 
port, Vice-President; Dr. J Butler, Mountain City, Vice. 
President; and Dr. H. O. Bolling, Kingsport, Secretary, 

Tipton County Medical Society has elected Dr. §. Hurt 
President; Dr. A. J. Butler, Vice-President; and Dr. H, $ 
Rule, Secretary, all of Covington. “ 

Weakley County Medical Society has elected Dr. H. G 
Edmondson, Martin, President; Dr. A. A. Sparkman, Martin, 
Vice-President; and Dr. Paul W. Wilson, Dresden, Secretary, ° 

Williamson , County Medical Society has elected Dr. B. T 
Nolen, President; Dr. T. C. Rice, Vice-President; and Dr. H, © 
Stewart, Secretary-Treasurer, all of Franklin. ; 

Dr. Ernest W. Goodpasture, Dean and Professor of Pathology 
Vanderbilt University School of Medicine, Nashville, received 
the John Scott Award, given by the Philadelphia Board of City 
Trusts, for his “development of a method for the cultivatiog 
of viruses that have made hitherto unknown vaccines possible,” 

University of Tennessee College of Medicine, Memphis, has 
Dr. Frank T. Mitchell, Memphis, as Professor and head of the 
Department of Pediatrics, succeeding Dr. Edward. C. Mitchell, 
who has been named Emeritus Professor. Dr. James G. Hughes 
has been promoted to Associate Professor of Pediatrics and will 
devote his full time to the department. 

Dr. Glea V. Stanton, Limestone, and Miss Mildred Kathleen 
Cox were married recently. 

Dr. John Thomas Goodgame, Chattanooga, and Miss Elizabeth 
Wilder, Clearwater, Florida, were married recently. 


Dr. John Lewis Haddox, Knoxville, aged 72, died recently, 

Dr. Eugene Rosamond, Memphis, aged 66, died recently, 

Dr. Virgil Elwood Massey, Huntingdon, aged 54, died Janu- 
ary 13. 

Dr. A. H. Sorrelle, Brownsville, aged 64, died January 10. 

Dr. John D. Quarles, Whitleyville, aged 73, died January 29, 

Dr. Milton C. Wiggins, Paris, aged 55, died recently. 

= Archibald Lee Yearwood, Fayetteville, aged 76, died re- 
cently. 


TEXAS 

Armstrong-Donley-Childress-Collingsworth-Hall Counties Medical 
Society has elected Dr. S. H. Townsend, Childress, President; 
Dr. J. H. Jernigan, Childress, Dr. E. W. Jones, Wellington, 
and Dr. J. A. Odom, Memphis, Vice-Presidents; and Dr. 
P. R. Jeter, Childress, Secretary. 

Bastrop County Medical Society has elected Dr. W. E. Wood, 
Elgin, President; Dr. C. M. Hock Jr., Smithville, Vice-President; 
and Dr. Joe V. Fleming, Elgin, Secretary. e 

Bell County Medical Society has elected Dr. A. E. Wiedeman, 
President; Dr. L. D. Stuart, Vice-President; and Dr. O. B. Gober, 
Secretary-Treasurer, reelected, all of Temple. 

Brazoria County Medical Society has elected Dr. William 
Greenwood, West Columbia, President; Dr. Herbert E. Merze, 
Alvin, Vice-President; and Dr. A. O. McCary, Freeport, Sec- 
retary-Treasurer. 

Brown-Comanche-Mills-San Saba Counties Medical Society has 
elected Dr. Homer B. Allen, Brownwood, President; Dr. F. W. 
Farley, San Saba, Vice-President; and Dr. Joseph R. Me- 
Farlane, Brownwood, Secretary-Treasurer. 

Caldwell County Medical Society has elected Dr. O. K. DuBois, 
Lockhart, President; Dr. Clay Nichols Jr., Luling, Vice-President; 
and Dr. W. Pruett Watkins, Luling, Secretary-Treasurer. y 

Comal County Medical Society has elected Dr. Rennie Wright, 
President; Dr. A. J. Hinman, Vice-President; and Dr. Bertha 
Frueholz, Secretary-Treasurer, all of New Braunfels. 

‘ollin’ County Medical Society has elected Dr. H. F. 
Wolford, McKinney, President; Dr. R. N. Walker, Celina, 
Vice-President; and Dr. Scott Wysong Jr., McKinney, Secretary- 
Treasurer. 


Coryell County Society has elected Dr. M. W. 


Lowery, President; and Dr. R. Jones, Secretary-Treasurer, 
both from Gatesville. 

Dallas County Medical Society has elected Dr. Everett C. 
Fox, President; Dr. Andrew B. Small Jr., Vice-President; and 
Dr. W. W. Fowler, Secretary-Treasurer, all of Dallas. 

Denton County Medical Society has elected Dr. William H. 


Continued on page 72 


$ 
hates 
\ 
Spinal Surgery 
| | 
Street 


SOUTHERN MEDICAL JOURNAL 


PRECISION-TESTED. 


B-P SURGICAL KNIFE HANDLES 


{N MANY RESPECTS the inherently superior qualities built 
into every Bard-Parker Knife Handle are as important to the 
surgeon as the comparable qualities which have established 
Rib-Back Blades as the finest cutting edges obtainable. 

B-P Handles are outstanding for durability. They are 
meticulously checked for weight, balance, finish . . . and 
most essential—a capacity to accurately and firmly accom- 
modate every B-P blade purchased for component use. 

Distinguishable from other available handles, the distal 
ends of genuine B-P Handles are scientifically tapered and 
beveled to a Gothic Arch pattern for practical and time- 
conserving use in blunt dissection. 


SPECIAL HANDLES INCLUDE: 


NOS. 3L AND 4L .. . Elongated Handles for NO.9...Asmall, well balanced Handle es- 
use in deep surgery. pecially suitable for eye and plastic surgery, 
NO. 3L OFFSET... An offset elongated Han- and for general minor surgical practice. 


dle for use in hysterectomies. 


Ask your dealer 
BARD-PARKER COMPA 
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Magness, President; Dr. Walter Miller Jr., Vice-President; and 
Dr. B. J. Short, Secretary-Treasurer, all of Denton. 

DeWitt County Medical Society has elected Dr. George W. 
Cross, Yorktown, President; Dr. F. 
President; and Dr. L. B. S. Richter, 
Treasurer. 

Eastland-Callahan Counties Medical Society has elected Dr. 
A. W. Brazda, Ranger, President; Dr. C. L. son, Ranger, 
Vice-President; and Dr. M. L. Stubblefield, Baird, Secretary- 
Treasurer. 

Ellis County Medical Society has elected Dr. J. H. Curby, 
Maypearl, President; Dr. James Jeter, Ennis, Vice-President; 
and Dr. R. M. Tenery, Waxahachie, Secretary-Treasurer. 

Galveston County Medical Society has elected Dr. Francis A. 
Garbade, Galveston, President; Dr. George Beeler, Texas City, 
Vice-President; and Dr. John McGivney, Galveston, Secretary- 
Treasurer. 

Gonzales County Medical Society has elected Dr. Walter A. 
Sievers, Gonzales, President; Dr. N. A. Elder, Nixon, Vice- 


A. Prather, Cuero, Vice- 
Yoakum, Secretary- 
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Classified Advertisements 


WANTED—Eye, Ear, Nose and Throat physician for hospital 
ca, central Kentucky. Address HCC, care Southern Medical 
ournal. 


WANTED—FEye, Ear, Nose and Throat man, gentile, 36 years of 
age or younger, for central Texas town of 18,000. Would be 
associated with clinic. Income depends upon ability to work, 
Write AWD, care Southern Medical Journal. 


WANTED—Immediately, young doctor assistant to pediatrician 
in Kansas City, Missouri. Write PFS, care Southern Medical 
Journal, or wire. 


President; and Dr. C. C. Cogburn, Nixon, Secretary-T: 3 

Grayson County Medical Society has elected Dr. Lois L. 
Norman, Sherman, President; Dr. David K. Jameson, Deni- 
son, Vice-President; and Dr. Don W. Freeman, Denison, Secretary- 
Treasurer. 

Gregg County Medical Society has elected Dr. O. E. Watkins, 
Greggton, President; Dr. W. M. Routon, Kilgore, Vice-President; 
and Dr. Marjorie Ferrell, Longview, Secretary-Treasurer. 

Grimes County Medical Society has elected Dr. G. C. Saunders, 
Richerds, President; Dr. M. E. Parker, Anderson, Vice-President; 
and Dr. H. L. Stewart, Navasota, Secretary-Treasurer. 

Guadalupe County Medical Society has elected Dr. Allen 
Heinen, President; Dr. N. A. Poth, Vice-President; and Dr. Ilse 
Holz Mannheimer, Secretary-Treasurer, all of Seguin. 

ifardin-!yler County Medical Society has elected Dr. W. J. 

‘ost’ tke Silsbee, President; Dr. J. S. Mann, Colmesneil, 
Vice-President; and Dr. W. H. Beazley, Silsbee, Secretary- 
Treasurer. 
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A complete line for clinical laboratories de- 
voted to all branches of chemistry, bacteri- 

logy, and parasitology. Tested 
and checked in our own clinical laboratories. 
Purity warranted. Our facilities assure prompt 
a of large or small orders. Inquiries 


COMPLETE CATALOG 


Reagents catalogued alphabet- 
ically—also according to sub- 
jects and techniques, plus med- 
ical reference guide. Catalog 
comprises full line blood test- 
ing sera including anti-Rh, 
anti-M and anti-N; also re- 
agents for Wassermann, Kline, 
and Kahn tests. Write for your 
copy. FREE ON REQUEST. 


GRADWOHL 
LABORATORIES 


Gradwohl, M. D.,Director 
3514 Lucas Av. S?. Louis, Mo. 


WANTED-—Assistant in general practice for a thriving coal mining 
community either on a temporary or permanent basis; prevailing 
wages of the community; pleasant surroundings. House furnished 
if need one. Contact Dr. J. H. Murry, Kimball, West Virginia, 
or phone 2681. 


PATHOLOGIST, Board Diplomate, competent and experienced in 
pathologic anatomy, frozen section diagnosis, clinical pathology 
and tropical diseases; professor, consultant and executive; lab- 
oratory director and research associate in distinguished organiza- 
tion; numerous publications, excellent references; age 40. Desire 
association with substantial hospital or accomplished clinical group, 
Write PGJ, care Southern Medical Journal. 


HEALTH OFFICERS WANTED—Positions are open in Some 
for county and district commissioners of health. Salaries for 
experienced public health physicians range from $4,800 to $6,600. 
Salaries for physicians with public health training who are enter 
ing the field range from $3,960 to $4,920. Liberal travel allow- 
ances supplement these salaries. Tenure of office is assured by 
a merit system. License to practice medicine in Georgia is re- 
quired. Ample opportunities for training are offered with liberal 
stipend while in training. Write T. F. Abercrombie, M.D., 
Director, State Health Department, State Office Building, 
Atlanta 3, Georgia, for application forms and full details. 


TUBERCULOSIS CONTROL OFFICERS WANTED—A program 
of increased emphasis on the control of tuberculosis requires nine 
additional tuberculosis control officers in the Georgia Department 
of Public Health. Salaries range from $4,800 to $6,600 plus 
travel expenses, according to education, experience, duties 4 
and length of service. Some positions are available for physicians 
experienced in tuberculosis diagnosis and treatment who do not 
yet have public health experience. Write T. F. Abercrombie, 
M.D., Director, State Health Department, State Office Building, 
Atlanta 3, Georgia, for application forms and full details. 


FOR SALE—A complete 14-bed hospital, with a six-room clinic 
in connection. The hospital is now ready to open to public. 
It is located in the richest cotton and cattle country of the 
State of Arkansas. The surrounding territory has 18,000 people. 
Nearest hospital twenty-five miles. Sell for invoice plus 15 per 
cent. Sudden development of poor health. Address BFJ, care 
Southern Medical Journal. 


FOR SALE—Half interest in registered 25-bed medical and 
physiotherapeutic hospital, Atlanta, Georgia, to younger resident 
internist and laboratory man. Price one-half of operating profit 
in 1945. Balance purchasable in five or ten years same price. 
Fase in uncertain health. B.W.W., care Southern Medical 
Journ4l. 


FOR SALE—A treatment chair and complete case of eye refrac- 
tion equipment; an operating table and surgical instruments; at 
various pieces of electrical equipment. For full particulars, write 
Dr. R. C. Boothe, P. O. Box 408, Ft. Pierce, Florida. 


FOR SALE—Approximately fifty handy urological instruments be- 
longing to the late Dr. T Blackshear: Sounds, followers, 
retractors, endoscopes, dilators, urethrotomies, forceps, syTinges, 
etc. For particulars, address Mrs. T. E. Blackshear, Sil N. 
Barcelona Street, Pensacola, Florida. Phone 4833. 
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Never before has one able offered the combined 
THE AMERICAN - advantages afforded by this highly regarded 
ALBEE-COMPER - equipment for open or closed fracture and ortho- 
; pedic_ operations. 

FRACTURE TABLE Fully maneuverable with Floor-lock and Trendel- 
enberg 4. Mechanically-operated Lateral. Tilt 
provides all 3 desired. Hydraulic Height-control a. Adjustable Table-tops 
; -for lication of plaster casts 4. Overhead 

‘eatures easy app! P 
Frame, mounted on mechanically controlled hoist 
for Davis hyper-extension, Sayre Suspension, etc. 


1 SURGICAL OPERATING 


— 


2 TRACTION 


3 RADIOGRAPHIC AND 


FLUOROSCOPIC FACILITIES 


LTE TODAY tor destiptixe 
COMBANY 


DESIGNERS AND MANUFACTURERS. oF SURGICAL STERILIZERS, TABLES “AND LIGHTS 
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Continued from page 72 


A $100,000 50-bed tuberculosis hospital is being planned for 
Smith County by the Smith County Tuberculosis Association, 
the eight-acre site having already been purchased. 

Dr. Edward H. Cary, Dallas, is the recipient of the Linz 
Award, the basis of the merit for which it is specifically 
given being: “High ideals and noble aims . . resulting in 
greatest benefit to the community of Dallas,’ during the past 


year. 

Hendrick Memorial Hospital, Abilene, has elected new staff 
officers for the year: Dr. William R. Snow, Chairman; Dr. 
Guy L. Patillo, Vice-Chairman; and Dr. J. C. Duff, Anson, 
Secretary. 

Memorial Hospital, Houston, according to plans recently an- 
nounced, will erect a $1,000,000 doctors office building. 

Hotel Dieu Hospital, El Paso, has elected to its staff: 
Dr. S. P. Rogers, President; Dr. Erich Spier, Vice-President; 
Dr. J. D. Martin, Secretary-Treasurer; Dr. Russell Holt, Chief 
of the Surgical Division; and Dr. T. E. Scott, Chief of the 
Medical Division. 

Texas Society of Pathologists has installed Dr. May Owen, 
Fort Worth, President; and elected Dr. David A. Todd, San 
Antonio, President-Elect; Dr. Sidney W. Bohls, Austin, Vice- 
President; Dr. Charles T. Ashworth, Dallas, Secretary. 

Dr. A. M. Long, Valley Mills, has been elected Chairman of 
the State Board of Education. 

Dr. G. V. Brindley, Temple, has been elected a member of the 
Mary Hardin-Baylor College (Belton) Board of Trustees. 

Dr. John G. Marsh, Marshall, has resigned as County Health 
Officer of Harrison County to resume practice in Marshall 
after completing special postgraduate work in surgery. 

Madonna Hospital, Denison, has elected Dr. William M. 
Freeman, Chairman of its staff; and Dr. S. O. Levin, Vice- 
Chairman. 

Dr. E. F. Gough, Waxahachie, has closed his offices and will 
serve full time without remuneration to the Boles Orphans Home, 
Quinlan. He has been on the official board of the Home for 
several years, donating part-time services. 

Dr. and Mrs. Stanley Whitacre, San Antonio, have contributed 


April 1946 


$40,000 on an annuity basis to the Abilene Christian College 
Abilene, to help alleviate the critical student housing sho ae 
Dr. Edward Franklin Wallace and Miss Nancy Ellen Bibb 
both of Dallas, were married recently. r 
Dr. Cedric Priday, Corpus Christi, and Miss Louise Dorcy 
were married recently. 
Dr. Pauline Merrill, Jacksonville, and Mr. John F. Dunn 
Vann, were married recently. : 
Dr. Hazel Montgomery and Mr. Bynum Helton, both of 
West, were married recently. 


DEATHS 


Dr. Andrew Jackson Kellam, Canton, aged 65, died recently of 
heart disease. 

Dr. George W. Allen Jr., San Antonio, aged 69, died recently, 

Dr. Holcombe McRae Austin, Laredo, aged 67, died recently, 

Dr. Thomas Bridgers Bass, Abilene, aged 80, died recently of 
chronic myocarditis. 

Dr. John Dee Jackson, Kerrville, aged 55, died recently. 

Dr. Zack Cleveland Fuquay, Mt. Vernon, aged 58, died recently 
of heart disease. 

Dr. Marcus A. Weems, East Columbia, aged 79, died January 3 
of carcinoma of the prostate. 

Dr. Dexter H. Hardin, Dallas, aged 51, died recently of a brain 
tumor. 

Dr. Cecil Block, Dallas, aged 57, died recently of coronary 
disease. 

Dr. Jefferson Davis Lovelace, Waco, aged 84, died recently. 

Dr. Charles Howard Bellamy, Dallas, aged 72, died January 9 
of coronary occlusion, 


VIRGINIA 


Albemarle County Medical Society has elected Dr. Edwin P. 
Lehman, University, President; Dr. E. D. Davis, Crozet, Vice- 
President; and Dr. W. Roy Mason, University, Secretary- 
Treasurer, reelected. 


Continued on page 76 


Presents the 
FOR PERSONAL 


Gua 


Compact and easily portable the Root Tachistoscope is 

designed especially for those members of the Ophthalmic 

Professions who prefer the conveniences of nearpoint in 

giving each patient the utmost of individual attention. 

Facility of operation together with the practically un- 

limited variability of speeds and targets makes the Root 33% 

= Tachistoscope most easily adaptable to the specific 
visual needs of each individual patient as he progresses. 
Targets for the Root Tachistoscope are made most 
effective through use of a specially designed micro- 
structured field adding greatly to clearness and visibility. 


American & Optical 


Among the structural 
advanta of the 
Root Tachis 


are its built-in light 
sources using stand- 
ard, easily obtainable 
bulbs and a_ time 
shutter with speeds 
% up to 1/400 second. 
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IN PERNICIOUS 
ANEMIA 


LIQUID EXTRACT OF LIVER U. S. P. 
VALENTINE 


In the preparation of this potent liver extract, the process has 
been so standardized that the extract is duplicated with reasonable 
consistency, both in the amount of liver represented per c. c. and 
in the effective substance active in producing a prompt and consistent 
reticulocyte response in patients with pernicious anemia. Retains 
the Cohn-Minot and Whipple fractions as well as over 5 mg. of 
riboflavin per fluid ounce. Supplied in 8 oz. bottles. 


Valentine Company, Inc. 


Richmond 9, Virginia 


At Almost Half Its Usual Price! 
Improved Kelly Surgical Pad 


Never before has this improved Kelly Pad been 
available at this amazingly low price. Slashed to 
almost half its former price, it has the same easier-to- 
use features and top grade rubber material that have 
made it so much more efficient than the old model. 
The cloth-inserted maroon rubber construction adds 
years of wear and resistance to repeated rough treat- 
ment. Malleable metal stays located transversely from 
bottom to top of apron permit a variety of rolled shapes 
to fit into large or small receptacles for irrigation. 
Maintains any shape assumed. Pad is reversible; thor- 
oughly sterilizable by boiling. There are no crevices 
to resist cleaning. Inflation bulb is furnished with 


each pad. Take advantage of this remarkable offer 
at once. 


8R253A—Improved Cloth-inserted Maroon Kelly Sur- 
gical Pad, 24 by 44 inches, complete with inflation 


A. 5S. ALOE COMPANY 
1831 Olive St. — St. Lovis 3, Mo. 


~ | 
f eno. 
EXTRACT 
bad 
| LIVER 
usr. 
VALENTINE 
COMPAAT, be. 
 . 
ps 
> 

9 by | 

= 
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Dr. Ying-Tang Hsu, formerly Professor of Pathology at Yale-in- 
China, at Changsha, is visiting Professor of Pathology and Resi- 
dent Pathologist, University of Virginia Hospital. 

The McGuire Clinic, Richmond, has added to its staff 
Dr. George A. Welchons in the Department of Bronchoscopy; Dr. 
George S. Bowers in General Medicine; Dr. John R. Massie 
in General Surgery; and Dr. Charles M. Nelson in Urology. 

Dr. C. Sherrill Armantrout has opened an office at Harrison- 
burg, practice limited to general surgery. 


FOOD MILL 


Conserves mother’s time and energy in straining fresh 
i vegetables and fruits. With just a few twists of the 
wrist, the Foley 

i Food Mill sep- 


arates fibres 
and hulls and 
purees any 
cooked food 
fine enough for 
the smallest 
baby or for any 
| adult diet — 
peas, carrots, 
beets, string 
beans, spinach, 
| apple sauce, 
prunes. Made 
of steel, rust- — 
and acid-resist- 
{ ant. At depart- 
ment and hard- 
ware stores. 


Regular price $1.50. 
Special price to doc- 
tors, for display, 1 
only $1.00 postpaid. 


85-4 Second St. N. E. 
1 FOLEY MFG. CO. Minneapolis 13, Minn. 4 
" TI enclose $1.00 for 1 Household Size Foley Food Mill. | 
Name 
an 
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Dr. Bruno Barelare Jr., has resigned as Assistant Professor 
of Urology, University of Virginia, Charlottesville, and is as. 
sociated in urology with Dr. Walter F. Scott, Birmingham 
Alabama. He has been appointed Associate Professor of Urology, 
The Medical College of Alabama. . 

Dr. W. E. Overcash, Roanoke, has moved to Danville. 

Dr. Linter Clark, Roanoke, has moved to Raleigh, North 
Carolina. 

Dr. R. M. Wilson, since 1941 City Coroner of Richmond, has 
returned to Korea to resume his medical missionary work which 
was interrupted by the war. 

Dr Joseph Barrett, Marion, Superintendent, Eastern State 
Hospital, Williamsburg, has been appointed Commissioner of 
the Virginia State Department of Mental Hygiene and Hog 
pitals, succeeding the late Dr. Hugh C. Henry. 

Dr. Robert E. McAlpine, Portsmouth, and Miss Elizabeth 
Overton, Martinsville, were married recently. 

Dr. John Lippincott Guerrant, Callaway, and Miss Laur 
Elizabeth Bailey, McConnellville, South Carolina, were married 
recently. 

Dr. Edward G. Davis Jr., Richmond, and Miss Doris Daven. 
port, Hampton, were married recently. 


Dr. Robert E. Caldwell, Waterford, aged 75, died recently 
of cerebral hemorrhage. 

Dr. William Isaac Robey, Herndon, aged 67, died recently, 

Dr. Claiborne Willcox, Norfolk, aged 55, died recently of 
coronary thrombosis. 


WEST VIRGINIA 


Fayette County Medical Society has elected Dr. T. Ker 
Laird, Montgomery, President; Dr. W. P. Bittinger, Summerlee, 
First Vice-President; Dr. Claude Frazier, Newhall, Second Vice- 
President; and Dr. W. W. Scott, Williamson, Secretary. 
Treasurer. 

Dr. Henry H. Hancock, Union, has been appointed Superin- 
tendent, Andrew S. Rowan Memorial Home for aged and in- 
firm white men and women at Old Sweet Springs, Monroe 
County, to succeed Dr. George P. Evans, Iaeger, who resi 

Dr. Thomas W. Nale, South Charleston, Medical Director of 
the South Charleston plant of the Carbide and Carbon Chemical 
Corporation, has been transferred to the New York office. 

Dr. Don V. Hatton, Williamson, succeeds Dr. Sixtus G, 
Bando as full time county Health Officer for Mingo County. 

Dr. Charles Scott McKinley, Charleston, Director, Bureau 
of Industrial Hygiene, West Virginia State Health Department, 
has resigned to accept appointment as Medical Director and 
plant physician for the Bakelite Company, Boundbrook, New 


Jersey. 
Dr. Richard V. Shanklin, Gary, has moved to Bluefield. 
me... M. E. Becker Jr., Morgantown, has moved to Orange, 
exas. 

Dr. D. C. Peters, Richwood, has moved to Toledo, Ohio. 
Dr. F. V. Gamage, Bluefield, has moved to Grundy, Virginia. 
Dr. Owen Poling, Eskdale, has moved to Mason. 

Dr. W. J. Judy, Parkersburg, has moved to Salisbury, North 
Carolina. 

Dr. Ward L. Oliver has resigned as Health Director of Monon- 
galia County to resume civilian practice at Cobleskill, New 


ork. 
Dr. Paul Ward Robinet, Huntington, and Miss Shirley Har- 
wood Kersey, Richmond, Virginia, were married recently. 


“cory satisfactory ...in securing prompt 


and prolonged relief” da bronchial asthma. says Dees 


(J. Allergy 14:492, 1943) of Aminophyllin rectal suppositories. 


ACCEPTED 


PMERICA, 
ASSN. 


ery catisgactory are 
DUBIN AMINOPHYLLIN 


RECTAL SUPPOSITORIES 0.36 cm. 


Dubin Aminophyllin (theophylline-ethylenedicsnine) also in Tablets, Ampuls, 
Powder for rapid action in many indicated cardio-respiratory conditions. 


H. E. DUBIN LABORATORIES, Inc., 250 East 43rd St., New York 17,N.Y. 


ig 
| 
2% 
4 
! 
and Chemstry 
— 
™ — 
> y 


Vol. 39 No. SOUTHERN MEDICAL JOURNAL 


RAIN 
MENOPAUS 


SANDOZ CHEMICAL WORKS, IN 


err 
ee, 
in- 
in- 
roe 
ed. 
of 
cal 
G. 
au 
at, 
ind 
ew 


“MM. E. S. CO. Ointments 


OPHTHALMIC AND NASAL 


Manhattan Eye Salve (Company 


Incorporated 1063-65 Bardstown Road, LOUISVILLE 4, KENTUCKY 
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UZ BELLAFOLINE, GYNERGEN, PHENOBARBITAL 
~Stabilizes Autonomic Functions 4, 
ANXIETY NEUROSES: 
BILIARY DYSKINESIA 
tablets... average dose: 3 to 4 daily 
\ Catalog and Price List 
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EXTRI-MALTOSE is no ordinary carbohydrate. Step by 

step, its manufacture is surrounded with every care 

and precaution, evolved through long years of experience 
and research. 


Unseen by physician and patient are numerous safety 
factors, the practical effect of which nevertheless is present 
in every package of Dextri-Maltose. To name a few of these: 

1. Dextri-Maltose is sampled for bacteriological testing before drying. 


Steam under pressure sterilizes Dextri-Maltose filter — which 
remove proteins, fat. and indigestible residue. 


Blood agar tests are made to insure absence of hemolytic coal 


Bacteriological tests are made in a steam-washed plating room, 
the air of which is filtered. 


Dextri-Maltose containers are automatically filled and closed with- 
out human handling of the product. 


The direct microscopic test which Dextri-Maltose receives is but 
one microbiological test which it must routinely meet. 


The interiors of the large’ converters in which Dextri-Maltose is 
processed are thoroughly scrubbed prior to steam sterilization. 


Steaming under pressure sterilizes the converters for processing 
Dextri-Maltose. 


After being packaged. Dextri-Maltose is held in storage and re- 
leased only after final approval from the bacteriological checking 
laboratory. 


Portable equipment used in manufacturing Dextri-Maltose is steri- 
lized in autoclaves under steam pressure. 


Dextri-Maltose is tested routinely to check the keeping quality of 
prepared feedings held in refrigeration for 24 hours. . 


Among other important measures in the sanitary control 
of Dextri-Maltose is the careful selection of employees. All 
new employees must pass complete medical examinations, 
‘and conscientious efforts continue to be made to maintain 
their health. 


It is, therefore, no mere coincidence that Dextri-Maltose 
enjoys greater pediattic acceptance today than ever before. 
By constant research and everlasting watchfulness, we try 
to keep pace with pediatric progress, and we put forth every 
human effort to merit the continued respect and confidence 
of the medical profession. 


The True Measure of Economy Is Value 


SANITARY CONTROL OF DEXTRI-MALTOSE 
No. 7 OF A SERIES 


Please enclose jonal card when requesting samples of Mead Johnson products to cooperate it 
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© 1943, MEAD JOHNSON & CO 


HEN interviewed between platefuls, this 11-months-old 

young man emphatically stated: “I have been brought 
up on Pablum andi still like it, but some days when I’m in the 
mood for oatmeal, nothing satisfies me like Pabena!” 


Nutritious, quick and easy to prepare, 
both products are for sale at drug stores. 


MEAD JOHNSON & COMPANY, EVANSVILLE, IND., 
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The toll . . . sorrowfully higher when measured in heartaches 
and wrecked lives ... is being reduced with DILANTIN 
SODIUM, the modern, superior anticonvulsant. 

DILANTIN SODIUM affords the epileptic patient a more normal 
productive life, for it reduces the number or severity of 
convulsive seizures .. . in addition to being comparatively free 
from the undesirable effects of the bromides and barbiturates. 


DILANTIN SODIUM 


DILANTIN SODIUM (Diphenylhydantoin Sodium) is avail- 
able in Kapseals of 0.03 Gm. (2 gr.), and 0.1 Gm. 
(1% gr.), in bottles of 100, 500, and 1000. - 


*Yahraes, Herbert: Epilepsy—The Ghost Is Out 
of the Closet, Public Affairs Pamphlet No. 98. 


PARKE, DAVIS & COMPANY 


DETROIT 32 MICHIGAN 


OUT OF EVERY 200 PERSONS 
is an epileptic. Economic loss, 
measured in money, is tremendous 
amounting to $60,000,000 annually 


KAPSEALS 


DILANTIN 


SODIUM 
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